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2CLINICAL DOSSIER
The aim of this clinical dossier is to give an overall view of my clinical practice since 
qualification. I have pursued considerable post-qualification training in psychodynamic 
counselling and psychoanalysis which has been informing my clinical practice over the 
years. The details of training are in the curriculum vitae and I chose to present in the 
format of a case study an example of the way in which I have recorded sessions for the 
purpose of supervision and my reflections on the sessions based on analytical concepts. 
As well as a deepening of my clinical work, especially in the field of sexual abuse, I 
have also been an active member of the child psychology department and have been 
instrumental in innovating new ways of delivering an overstretched service in the area.
I therefore chose to include two examples of such developments, one a training and 
consultancy service with health visitors, the other a format of assessment for families 
on the waiting list.
Part 1: Curriculum Vitae since qualification 
Part 2: Clinical work and case supervision
I have been receiving fortnightly supervision for clinical cases from a trained 
psychoanalytical psychotherapist from September 1994 ongoing. As part of the 
supervision process, I wrote up in detail the sessions with one child in particular and 
wrote a case study based on the sessions as a way of reflecting on the therapeutic 
process. I will be including the case study in my port-folio as an example of my 
thinking on individual cases to counterbalance the service development aspect of my 
work.
Part 3: Service design and development
In order to cope with increasing waiting lists in a psychological department which 
has had long term recruitment difficulties, I offered to use two sessions of my 
clinical time to try out innovative ways of delivering child psychology services. One 
was to devise a programme of training and consultancy for health visitors who 
typically find themselves supporting families waiting to be seen by the department 
and another was to offer assessment appointments for families who had been on the 
waiting list for more than three months in order to offer them the opportunity to
3discuss the difficulties and feel supported and also in order to prioritise cases and 
assess whether clinical psychology is the most appropriate service for them.
ACADEMIC DOSSIER 
Critical reviews :
Critical review 1: Current Developments of Attachment Theory in Clinical research
Attachment Theory is of central importance in clinical work with children and young 
people and there has been significant developments in its application in clinical research 
in the last decade. It draws uniquely from both developmental psychology and 
psychoanalytic theories and thus reflects my own interest in both disciplines.
)
Critical review 2: The Clinical Relevance of Outcome Research in Child Sexual Abuse
Research in clinical interventions with sexually abused children is very much in its infancy 
since the development of therapeutic work is itself relatively new. Most previous research 
has been focused on identifying sexual abuse and on the psychological consequences of 
abuse on children. The research which does exists however often fails short of agreed 
standards as regards design and statistical analysis. Should research in specific clinical 
intervention and therapeutic outcome strive to achieve such standards or are there 
alternative ways of measuring outcome which may be of more relevance to clinicians?
)
RESEARCH DOSSIER
Title : Evaluation of a structured programme of group intervention with families 
experiencing parenting difficulties.
Research Supervisor: Christine Puckering. University of Glasgow
4Background: Numerous studies have shown that disruptions in attachment 
relationships between children and their caregivers or the development of insecure 
attachment patterns lead to long term difficulties in behaviour and in the ability to form 
other relationships.
In a review of intervention programmes, Wolfe (1984) welcomes the recent shift from 
addressing individual pathology to a growing recognition that “child maltreatment is 
the product of the interaction between the parent’s abilities and resources and the 
child’s emerging behavioural and emotional characteristics, i.e the parent-child 
relationship.”
Family support programmes have typically involved the teaching of parenting skills and 
child development or else have emphasised group support to combat isolation. 
However, it is essential to be able to aid the parenting process rather than replace it 
and the most successful approaches seem to be the multi-level programmes which aim 
at addressing the complexity of parent-child relationships rather than a simplified 
approach.
One such programme based on a multi-dimensional model of parenting was developed 
by Puckering et al (1994). The childhood experiences of the mothers were addressed 
in a psychotherapeutic group and parenting skills were looked at directly in another 
group in which mothers are encouraged to support each other in trying out positive 
strategies with their child. Results showed an increase in positive interaction and a 
decrease of negative interactions.
The present study is based on the work of Puckering et al and aims to measure 
outcomes in a group of families going through the fourteen week programme of group 
intervention compared to a group of waiting families.
Methodology
Two groups of families will be recruited in two separate areas of Fife according to 
agreed criteria for referrals which include long standing relationship difficulties 
between parents and their pre-school children.
5A number of measures will be used to establish a baseline for all subjects. At the end of 
the fourteen week group programme, measures will be taken again and a comparison 
made between the intervention group and the waiting group.
Measures
1. Observational measures
Pre- and post-group videotapes will be analysed on 2 dimensions by trained 
observers : negative affect and positive affect
Inter-observer correlation will be calculated with one observer at least blind to the 
status of the mothers and fathers.
2. Semi-structured interview
Demographic details and questions on child rearing practices, attitudes, parental role 
involvement and role satisfaction.
3. Hospital Anxiety and Depression Scale.
4. Parental Bonding Instrument
5.Achenbach Child behaviour Checklist
6. Adult Attachment Interview for clinical purposes only when participating in the 
group.
Ethical approval has been received.
)
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PART 1 : Curriculum Vitae since qualification
PART 2 : Clinical work and case supervision 
Case Study
PART 3 : Service Design and Development
1- Evaluation of a training and consultancy service for 
Health Visitors
2- Clinical Assessment of waiting list patients
7Part 1 : Curriculum Vitae since qualification 
Professional Practice since qualification:
* January 1989-Januarv 1993 Fife Health Board - Department of Clinical Psychology 
Learning Disabilities Service
I was a member of this thriving department for four years and continued to develop my 
special interest in autism, especially in developing a thorough clinical assessment of 
autism as well as writing an advisory report on specialist resources. I was working one 
session per week in the child psychology department and was closely involved in the 
assessment of children with learning disabilities through the special assessment units in 
Fife. I also developed group work with young adults with learning disabilities both to 
address specific areas, such as sex education or social skills and also to provide a 
forum where youngsters could talk about current difficulties.
* January 1993- February 1994 Fife health Board - Department of Clinical psychology 
Child and Adolescent Services
I worked in the child psychology department for a year, providing generic child 
services to a specific geographical areas and liaising with other service providers.
When the Centre for the Vulnerable Child was set up, I applied for the senior 
psychologist post and was appointed in February 1994.
* March 1994 - March 1996 Fife Healthcare - Senior Psychologist Post in the Centre 
for the Vulnerable Child.
I joined this newly developed specialist team offering therapy to sexually abused 
children, as it was first set up. It included a co-ordinator, a counselling psychologist, a 
half-time psychiatrist and a secretary. Part of my role was to help develop structures 
for the clinical assessment of children as well as supervise the therapeutic work of the 
other psychologist, as the team was completely new, we had to set up procedures and 
ways of communicating effectively with other professionals and agencies.
8The second task of the team was training and research and I am actively involved in 
designing research projects and delivering training programmes. After two years of 
working full-time in sexual abuse, I decided to balance my work and was able to split 
my post between the specialist team and the generic child psychology service.
• March 1996 - present :
I am currently working six sessions in the specialist sexual abuse team and four 
sessions in generic child and adolescent services. Within the team my main focus is 
providing a therapeutic to children who have been sexually abused, especially the very 
young children. I also take a substantial part in training other professionals and in 
clinical audit and service development.
In my generic work, I do some therapeutic work as well as training, consultancy and 
assessment clinics. I also spend two sessions per week running the Mellow Parenting 
programme which is the topic of my research dossier.
Professional Training since qualification:
• University of Stirling : Management Training Course : three week course (1991) 
Foundation Management Development Programme
- Managing yourself and your job (include, time management, stress management, 
meetings etc ..)
- Managing people ( staff organisation, development, managing change..etc..)
- Managing resources (financial management, quality assurance..etc..)
• Gentle Teaching : one week workshop (1991) Professional Training Seminar
This workshop is a practical skills workshop aimed at training professional in gentle 
positive methods of working with people with learning disiabilities, especially severe 
disabilities when spoken language cannot be relied upon. The techniques are part of 
an overall moral standpoint in which people are valued and respected and coercion 
is unacceptable.
• Scottish Institute of Human Relations : (October 1992-June 1994)
9Course in Counselling and Human Relations (one half-day a week from 2.00 
p.m till 7.00 p.m).:
Theoretical Seminars, Practice Seminars, Application Groups and 3 Experiential 
Group Dynamics week-ends. This course offers an overall background in 
psychodynamic counselling and provides opportunities for in-depth study of 
individual and family development, and relations between individuals, groups and 
organisations. The course is designed to link experience, theory and practical 
application. Particular emphasis is placed on the overt and covert processes which 
influence the way individuals relate. It combines theoretical study with experiential 
groups and seminars.
• Scottish Institute of Human Relations : (October 1994- June 1997)
Diploma Course in Therapeutic skills with children and Young people.
Infant Observation Seminar: This seminar offers the opportunity to study the 
emotional development of a baby from the time of birth through to his/her second 
year, within the context of the baby’s home and family. This requires the observer 
to visit the baby’s home weekly over two years. The observation is written up 
afterwards in as much detail as possible and presented to the seminar for discussion. 
Young Child Observation Seminar: This seminar provides the opportunity to 
observe and think about the experiences of a child of between two and four years 
within the context of a nursery setting. Observations are written up and discussed in 
the seminar which addresses the impact of the family and institutional dynamics on 
the emotional development of children.
Child Development Research: This module is a reading seminar which aims to bring 
in discussion recent research in early child development.
Institutional processes: Students in this seminar are helped to explore the 
interconnectedness between themselves, the children with whom they work, the 
colleagues with whom they work and the institutional setting in which the work 
takes place. They also have the opportunity to explore their work experiences as 
part of the seminar group.
10
Personality Development: This seminar focuses around an exploration of life cycle 
stages viewed from a psychoanalytic perspective. The seminar is presented as a 
reading seminar.
Psychoanalytic Theory: This is also a reading seminar and aims to introduce the 
work of the major psychoanalytic theorists. An historical perspective is used to 
enable the students to follow the intellectual development of major thinkers and to 
observe the interaction between theory building and clinical experience.
D
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PART 2 : Clinical work and case supervision 
Case study
Introduction to the therapeutic task1
A good description of the work of child psychotherapists was given by Mary Boston* 
(1977): “When carrying out individual treatment the analytic child psychotherapist 
attempts to help the patient understand his or her own situation and, in particular, 
any unconscious factors which may be contributing to current difficulties. The 
therapist is, in other words, concerned with the patient’s ‘inner world’ - the subjective 
picture o f people and things we all carry around with us, sometimes without even 
being aware o f it, and which may or may not adequately correspond to outward 
reality.” p.15
In order to be in touch with the child’s inner world, the therapist has to stay with what 
the child brings into the room and be able to recognise the child’s feelings and 
communications, both conscious and unconscious. Regular supervision is necessary to 
go through the details of the session ( which are written up as soon as possible 
afterwards) and help the therapist separate what feelings belong to her and what 
belongs to the child. From the standpoint of a clinical psychologist trained mainly in 
cognitive and behavioural techniques, the most difficult shift clinically is to move from 
a position of deciding on the agenda for the session, preparing beforehand what the 
intervention will be, to a position of ‘not knowing’ but staying with where the child is 
at and not attempting to shape the session beyond its structure. Through verbal 
communications, non-verbal communications, symbolic play the child reveals his inner 
world. In his or her relationship to the therapist, the way s/he behaves, the child 
reveals something of the way s/he relates to others in the outside. The relationship 
within the room gives a flavour of the child’s relationships in the outside world and 
also a flavour of the kind of difficulties he has in those relationships. The therapist 
works with a multitude of hypothesis, of possibilities which can be checked out with
1 Boston, M & Daws, D (Eds)(1977) The Child Psychotherapist and problems of young people
Clunie Press. London
the child in simple language. A better understanding of where the child is at leads to a 
better understanding of the types of experiences which have shaped him or her.
Introduction to the case study
As an illustration of the kind of clinical work I have developed with some children, I 
have chosen to present the case study of a young boy, Ricky, with whom I have been 
working in a psychodynamic way and whom I regularly presented in supervision. 
Following some background details, I have chosen three sessions which are written up 
in detail followed by my thoughts and reflections on what may be happening in the 
therapeutic process 
Background information..
Natural Dad Mum Step-dad
Ricky was taken into care in December 1993 as his mother and step-father said they 
were no longer able to cope with him.
There had been long standing concerns about Ricky’s behaviour at home and school 
and he was seen by the Community Psychiatric Nurse in 1991-1992.
At that time, the most serious incidents were an attack on a baby in a pram at the 
school gates and an incident of fire setting at home, both of which led to referrals to 
the Reporter.
In February 1994, a couple of months after his removal from home, Ricky began to 
talk to his foster carers about sexual behaviour from his step-father towards himself 
and his half-sister as well as witnessing sexual intercourse between his parents.
He also described attempted anal penetration by his step-brother as well as oral sex 
between them. Physical violence from his step-brother towards Ricky had in the past 
been looked into by Social Work because of the serious nature of the bruising on
Ricky 
b. 1986 b.1990
Half-sister Step-brother Step-sister 
b. 1982 b.1986
Ricky.
The allegations were investigated by the Child Protection Unit but did not lead to 
prosecution although Ricky was believed by the investigators.
Shortly before coming into care, Ricky heard from his step-brother that his step-father 
was not his real dad. Little is known of his natural father apart from a stormy and 
violent relationship between him and Ricky’Mum. The relationship broke up when 
Ricky was a toddler and he and his Mum were on their own for about a year before a 
family was reconstituted with step-father bringing his two children from a previous 
relationship.
Ricky’s first foster placement was with a young couple taking on a foster child for the 
first time. Ricky’s relationship to the man was trusting and positive and he disclosed 
the abuse to him. His relationship to the woman was a lot more fraught and 
ambivalent, at times arguing and being uncooperative whilst at other times asking her 
with real feeling to be his Mum.
The placement broke down in August 94 for a number of reasons including family 
circumstances. However, the ending was very abrupt as Ricky’s behaviour became 
‘intolerable’ whilst he was being introduced to another family, precipitating the move. 
His next foster family were experienced carers who had an adopted daughter of ten 
and another fostered boy also ten years old. The father was away a lot through his 
work in the Navy and the care of the children was mainly in the foster mother’s hands. 
She took energetic measures to control Ricky’s defiance and difficult behaviour as well 
as practical measures to minimise his sexualised behaviour. She had quite a business 
approach to fostering but it seemed on the surface to be going well.
By the summer 95, this placement was also breaking down and a catalogue of 
difficulties emerged ( relationship with the sibs, numerous instances of being defiant 
and unruly and having to be punished ) which had been kept hidden by the foster carer 
saying she was coping well with him. Her husband was going away to England and she 
now felt she would not be able to keep Ricky .
Although in the review meeting, she talked in terms of what is best for Ricky, it was 
clear that she had had a very trying year but had not wanted to be seen as failing.
After another very temporary placement through the holiday period, Ricky was placed 
in another foster family with an older couple with grand-children of Ricky’s age and a 
six months’ old baby also in temporary care.
The family have now expressed the wish to have Ricky on a permanent basis and 
formalities are being processed.
Alongside changes in the placements, there were changes in access to his family. In the 
first year or so of being taken into care there was no access at all between Ricky and 
his family in any formal sense but Ricky saw his mother on a daily basis when she 
dropped and picked up his half sister at school. He also saw his step-sister at school. 
After the initial year, Ricky’s mum made it known that she wanted regular access and 
this was arranged by Social Work who supervised a number of visits in the family 
home. By March 95, mum said she wanted Ricky back in the family and talked about 
wanting the whole family together. This was discussed by the Social Work Department 
who in consultation with myself agreed that the allegations made by Ricky needed to 
be openly talked about in the family and that it would not be possible for Ricky to 
simply get back home without discussion of what the consequences might be. Mum 
agreed to regular family meetings with their social worker and another member of the 
sexual abuse team to facilitate some discussion. However the family did not come to 
any of the appointments arranged. Another possibility for access was that Ricky could 
see his mother and half-sister on a regular basis outwith the family home but Mum was 
adamant that she would not accept this as it would be unfair on the children to see 
Ricky treated in a ‘privileged way’.
She then withdrew contact with the social work department and all access stopped in 
the Summer of 95.
Therapeutic work
Ricky was referred by his social worker to our specialised team in March 94, shortly 
after the disclosure and investigation of sexual abuse. The referrer’s expectations were 
that Ricky would be helped to work through his experiences of having been sexually 
abused.
After an initial session with his foster carers, I saw him individually on a weekly basis. 
In our first few sessions, Ricky immediately went to the toys in the playroom and 
became busy and absorbed in his play to the extent where I felt that my existence was 
denied, this was followed by a gradual change where he would involve me in 
competitive or fighting games.
The first session I brought to our seminars for discussion was on 16/1/95 after having 
worked with Ricky for nine months or so.
Report 1
16th January 1995
Ricky came bounding in a few minutes early and went straight into the playroom. I  
finished what I  was doing in the office and joined him on time. He was playing with a 
box o f animals/dinosaurs and had taken five dinosaurs out o f the box. He asked me 
to pick two out o f the four dinosaurs. Once I  had picked the two he said “Oh goody ”
I ’m left with the ones that I  want. I  commented on that saying I  chose two dinosaurs 
and you are left with the ones you wanted. He then said “how was your Christmas 
and I  answered my Christmas was fine and wondered about his Christmas and he said 
it was fine too and told me about all the things that he had. He had a mountain bike 
and a game boy and various other things and he seemed very excited telling me that 
and agreed that he was very pleased with what he got. He put the dinosaurs back 
before we had got started with him and looked around what other games were 
available. He took out a game o f Ploum and looked at all the cards in which the little 
teddy bear is depicted in various situations. He then decided to put that away too, 
saying it was boring and looked around for something else. He started taking out the 
shopping game and very suddenly said to me “Have you been speaking with my foster 
mum ”. I  wasn ’t sure what he meant and asked him what did he mean exactly and he 
said “every time I  come to see you and I  go home she says I  am glad you have been 
talking with Marie ” and when I  was still confused about what he meant he said “Well 
I  don’t talk with you so how does she say that I  am talking”. I  asked him what we 
were doing together when he came and he said that we play together. He added that 
he didn 7 mind what he really does as long as he could carry on coming. He then 
tried to go back to the game but I  was still trying to work out what it was that he had 
said to me and told him that he sounded confused about why exactly it was that he 
was coming and that I  was confused too about what he had said and I  wanted to talk 
about it further. I  asked him why he thought he was coming to see me in the first 
place and he said “because o f his behaviour”. I  asked a bit further about that and he 
said “that is behaviour is atrocious and the needs some brains knocked into him ”. 1 
wondered who had said that to him and he said “it was his previous foster carers who
had said that coming to me would get his brains knocked into him, as i f  he had no 
brains he added, and he said they though he had no brains, but he didn’t think so 
Meanwhile we were still playing the shopping game in which he had by then taken 
complete control o f everything, including my pawns and was playing both for himself 
and myself and making sure that he had the number he wanted on the dice. I  said I  
was getting confused about the way we were playing the game and it seemed that I  
was confused about the rules o f the shopping game and he was confused about 
coming here. He gave me an exaggerated smile and said “that’s right but I  am being 
fa ir with you ” and proceeded in making sure that my pawns were advancing as well 
as his. He eventually finished the game making me win by a short straw?? and I  said 
to him I  wanted to get back to the confusion about why he was here in the first place 
and talk a bit more about that. I  thought that having your brains knocked into place 
sounded really awful and he must have wondered what sort o f things would be 
happening in the sessions with me. I  thought it must have been a relief that we ended 
up playing and that may be he thought things could suddenly turn. He looked at me 
with a very open face and took what I  said in but didn 7 make a response to it. He 
then asked fo r some paper and I  started giving him some explanation o f the way he 
had come to be referred to me. I  talked about the difficulties in his family origin and 
how because o f those he had come to be taken into care and especially because o f 
what his stepfather had done to him. Ricky then spontaneously elaborated on that 
saying that his brother also had battered him and bullied him. I  wondered whether 
we could may be look at his family o f origin and do a family tree together and he 
happily participated in that with a visible sense o f relief. We drew his family and 
Ricky quickly learned how to represent male and female and explained a little bit 
about his own family and how his own father left when he was about three and that 
Ricky has no recollection at all o f him. His mother then met his step dad Ian who had 
already had a daughter o f the same age as Ricky and together Ian and his mother had 
a girl who is now four. We were coming to the end o f the session and I  didn 7 want to 
elaborate too much but just Ricky briefly mentioned that he did not get on at all with 
his stepfather, nor his step-brother, nor his mother, who also battered him as a child 
and remembered one episode where he had been playing hide and seek and thought 
his sister was coming to get him when in fact it was his mother who then pounced on
him, picked him and in his words “bashed him against the window sill”. He thinks 
that he was about 5 or 6 when that happened. He said that he got on very well with 
both the girls. He seemed to be generally relieved and cheerful.
Reflections on report 1
This session brings out Ricky’s puzzlement about myself and the foster carer and the 
feelings he has about the relationship which may exist between us. He shows his 
confusion about what his foster mother expects he does ( talk to me ) and what he 
thinks he is doing (just playing ) as well as the confusion about what are his sessions 
about (are they just for playing ?).There is also a question of whether to trust me or 
not, am I going to speak to others behind his back about him ?
The sinister aspect of what he believes our relationship to be like is that I might well 
start knocking brains into him. Who can he trust ? his previous foster carer who told 
him he would get some brains knocked into him by coming here or my apparent mild 
manners which could turn into something violent. He puts a happy face on the 
situation, seems keen to come for his weekly sessions but is he a trickster who might 
show another face and am I also about to trick him ?
Ricky’s confusion is intermingled with my own confusion about what is going on in the 
room, what Ricky is expressing if anything in his play and what our relationship 
represents for him. Ricky controls the pawns which is paralleled by the control of the 
therapy. The game is not played, although he is going through the moves. My own 
confusion about the session shows when I feel jogged by his comments into doing 
something more serious than ‘just play’ and getting into doing a family tree. The 
feeling of confusion and being pushed to act rather than able to make sense of the 
situation is I feel a sure indication of a strong element of projective identification. My 
response in doing a family tree was triggered I think by his projection into me of 
anxieties regarding what kind of a therapist/mummy I was going to turn out to be 
which is illustrated at the end of the session by his recollection/fantasy of a mummy 
who would suddenly pounce on him and become violent when he thought he was 
playing a game.
His description of a violent and bad mummy seemed to fit in to my own anxieties about 
being a bad therapist and a bad mummy ( I have a son who is Ricky’s age) and I 
collude with him in letting him take control of the session even though it may seem as 
if we are doing some work. Play is used as something to do instead of talking or to 
avoid talking rather than a means of communicating just as in many sessions to follow,
I became the good mummy/therapist which was introjected as a means to avoid 
anxiety.
Comments
Although Ricky has now been in therapy for nine months, he displays clear difficulties 
in being able to put his trust in an adult. His initial stance in the earlier sessions is to 
deny the possibility of a relationship by becoming absorbed in activity as if I were not 
in the room. This would also serve to deny his need for me (or for other adults in his 
life) and protects him for the pain of needing his mother who is not available to him. 
Rather than staying in touch with the hurt of his situation, he has developed a false self 
of a little boy who does not need anybody.This is important not only in the room but 
also in his life as it is likely that he also presents himself as independent and not 
needing anyone in his foster placement. However no eight year old can be independent 
of adults and his feelings of hurt and rejection although denied must be powerful in his 
unconscious. By the time we come to the session presented here, Ricky has engaged 
with me and seems very keen to come to the sessions. He remains very absorbed in 
activities however and manipulates each interaction to try and make sure he stays in 
control. Although, I would normally attempts to follow Ricky’s lead in the session, I 
feel obliged to suggest an activity and to explain in a directive way how he came to be 
referred rather than explore with him what his contusion and worry might be about. 
The element of projective identification I reflected on was a sense that instead of 
expressing his feelings of panic and contusion, Ricky unconsciously projected them 
into me so that I immediatly acted on them to make them better. This maybe shows 
some confusion between a mothering role who would naturally reassure and make 
things better and a therapeutic role which would be to reflect upon the feelings and 
express them to help the child stay in touch. By acting to make them better, Ricky did 
not have the opportunity to do just that.
Having the opportunity to look at the session in detail and the supervision to clarify 
what happened helped me recognise similar processes in future sessions.
Report 2
19th March 1996
Ricky came in a few minutes late and looking agitated or not quite himself He flung 
his coat on the settee and said he had been feeling unwell in the car. He also 
wondered how late he was and we talked about the taxi arrangements and could I  
phone the school so that they let him go earlier. I  asked i f  he was feeling unwell just 
now and how had things been generally since I  last saw him. (Which was unplanned at 
his house.) .He said it had been a mixed week and gave me his home/school diary to 
look at. Meanwhile he had taken the box o f Lego out and started looking for bits to 
make a car. He said he had made a man out o f Lego at school and proceeded to 
explain how he had put together small square pieces to make a face. It sounded 
complicated and I  said so , /  also said he seemed proud o f it. He said he was and that 
it had taken him a lot o f working out. I  was still reading the diary when he said “i f  a 
child is with carers and he gets a skelpt on the backside, can the child go to the 
social? ”
I  asked i f  he could explain a bit more. He said that Yvonne/Mary had given him a 
skelpt on the back because he had misbehaved at school. I  said that since Yvonne was 
not his carer anymore there was little that could be done now but he said “no, not 
Yvonne but Mary, last Tuesday after I  had been there. ”
I  was silent for a while, pondering on what he was saying. He then said “ifyou don't 
believe me ,you should go and talk to Mary, she did ask me not to say anything to you 
but I  thought I  would mention it. ”
I  wondered what it would mean for him as Mary was thinking o f caring for him on a 
permanent basis.
He then asked me directly “say you were my Mum and I  was your foster child, would 
you give me a battering because I  misbehaved at school? would you throw me against 
the window sill because I  had tried to set fire to the carpet? ”
I  replied that his real mum did that to him when he was quite little.
I  said he had some questions about what I  would be like as a Mum, he may be 
wanting me to be his mum and that he had questions about what it would be like to 
have Mary as a permanent foster mum.
He said “ remember the candle light on the football pitch that Mary talked about, 
well the light had gone out. I  remembered the comparison and said that Mary had 
said it was a small light but it was burning. He said that on Friday after he had 
misbehaved in school, she said the light had gone out.
He was still building his car and said there was something missing, he always had 
good ideas for building things but then there would be something missing.
I  wondered whether he fe lt there was something missing in his placement too and he 
agreed saying he was not sure whether to stay with Mary or go somewhere else.
He asked me i f  I  would keep him in bed all week-endfor misbehaving at school and 
again I  spoke about how he had the idea that I  would be a good mum to him and that 
I  would not punish him and also that in our sessions together he was always trying to 
please me and keep me happy. He remembered that and I  also talked about his fear 
that I  would not want him here anymore i f  he showed what he calls the bad Ricky who 
takes over sometimes.
It seemed that the fact that he had seen me at his house had stirred up a lot o f 
thoughts and feelings.
He was still looking for another set o f wheels for his car and I  helped him find  one.
He then asked i f  he could tell me a joke, a rude joke but with no rude words in it.
He told me the joke as follows :
There is this boy who asks his dad i f  he can go in the bath with him and the dad says 
O.K as long as you don’t look under water at my two-foot Jaguar, the boy looked 
under water and saw the two-foot Jaguar, he then asked his Mum i f  he could go in the 
bath with her and she said as long as you don’t look under water at my special 
garage, the boy looked under water. He then asked his parents i f  he could sleep in 
their bed as it was a special occasion, his birthday and they agreed. In the morning, 
he said to his dad “you could not park your Jaguar in Mummy’s special garage 
because my Mini was already there. ” I  asked him to tell me more about the joke and 
what it made him think of. He said he did not really know what it was about and that a
boy at school had told him it I  wondered i f  he had questions about what it might be 
about .He said it was rude although Mary had said to him that things to do with sex 
are not always rude and it is all right to talk about them. He then said he knew the 
Jaguar was the daddy’s privates and the garage the mummy’s and the Mini the little 
boy ’s.I said the little boy wanted to take the dad's place in bed with Mummy, what did 
he think ? he said he could not see the joke in that.
(I was then reminded briefly o f him as a very young boy living with his mum on his 
own for a while before his step-dad came on the scene)
He asked how long we had left and guessed at one minute the exact time (9 mns).
He then seemed to panic a bit and wondered aloud what we could do in such a short 
time. He thought it was not worth getting the Dinosaurs out, they would take ages and 
then wondered about the puppets. He went over to the box with puppets and hats and 
then tried on the policeman’s hat, handed me the policewoman and then changing to 
the fireman’s hat, asking me which I  thought suited him best. I  said they both looked 
good and he said the fireman’s hat was more comfortable. He then picked out the 
puppets and thought I  could be a witch from the North, a good witch and he would be 
a bad witch. He then stopped and picked out a quacking puppet and said he used to 
have the very same when he was small but that his little sister had pulled out the 
mouth with the squeak in and that had ruined it although he could not blame her as 
she was only little.
He asked me whether I  usually get a headache when he goes and when I  wondered 
what made him ask, he said the teacher tells him that he always gives her a headache. 
By then it was nearly time to go and he asked i f  I  would look after his best pencil case 
and also i f  he could keep the car somewhere safe fo r next time. Ifound him a box and 
a label on which he wrote his name and took the box through next door for safe­
keeping.
Reflections on report 2
Although this session takes place over a year later than the previous one presented in a 
seminar, there are clear parallels in the theme of good and bad mothering and the split 
between myself as a good mummy/therapist and his foster carer as the bad mummy as 
well as his fantasy about what I would be like as a Mum which I always felt very
strongly in my countertransference feelings but which had been talked about and held 
in mind rather than acted upon only.
The reality of having met me at his house when I was visiting his foster mother had 
given additional fuel to the confusion between mothering and therapy and the issue of 
whether I could be his real mum if he continued to present ‘good Ricky’ in the 
sessions.
we talked in the seminar about the ways in which he gets on people’s nerves, under 
their skin by picking and being picked at. A long series of tiny incidents get recorded in 
his home/school diary to the point where strong measures are taken ( exclusion ) 
whereas it seems that on the face of it the incidents are of a petty nature. He also gets 
punished at home for misbehaviour at school and the nature of the punishment 
( spending the week-end in his bed/bedroom with little to play with ) also seems very 
strong and indicates that his foster carer is reacting to something in him which gets 
under her skin.
In relation to his question about the headache, there may be an acknowledgement that 
there is some bad stuff which needs to find a place. Some of the pain in the head could 
be to do with the sense of the damage he may have done and also a question of 
whether there is a way of sorting out something bad in the head which is neither 
knocking brains nor putting something damaging into someone.
Ricky did not feel well when he came in the session which is quite unlike him as he 
usually breezes in with a smile on his face. He did not put his smiley face on for this 
session and I think that the fact that he had met me at his foster home forced upon him 
some realisation of my role rather than the continuation of his fantasy of me as a good 
mother. The story/joke is an indication of his omnipotence and his demanding that he 
takes his rightful place. It is followed by a sense of panic and in my mind a link with 
the time when he did have his mother all to himself. I think that if his fantasy about 
possessing Mum all to himself was met with reality, it must have led to considerable 
panic and anxiety. In many ways, my sessions with him reflected in some measure his 
fantasy about a good, even perfect mother from whom he would introject a good sense 
of himself, however he then had considerable anxieties about what would happens to 
the good object once introjected as well as anxieties about his own destructive 
impulses projected onto the object which may damage it.
Although I feel that it was essential for him to keep the sense of a good object at a 
time when there were so many changes in his life and little stability to hold on to, I also 
feel that his taking me in as a good object was reinforcing his omnipotence.
The good and bad split is still very strong and it is clear in my own countertransference 
feelings and reactions that Ricky’s way of relating to me is in projective identification 
and the anxieties and defences belong to a paranoid-schizoid position. However some 
chinks are appearing in the armour and he is starting to express some dissatisfaction by 
not presenting just a smiley face and by starting in a small way to bring the bad witch 
and the good witch face to face.
The next session brought to the seminars occurred six weeks later and again created a 
shift in Ricky in the way he was forced to deal with the reality of our relationship 
against his wishful fantasy.
Comments
There has been a major shift in the way Ricky now behaves in the sessions. He involves 
me in every detail of what he is doing and is much more able to use language to 
express himself as well as play rather than absorbing himself totally in the play. He 
values the sessions greatly and is very concerned about the time, upset if he misses out 
when he is late and able to monitor closely how long he has left. Although this 
indicates that he views the sessions positively, he is also needing to remain in control 
and monitor the time so that he does not find himself dismissed. The feelings of 
rejection in his unconscious are clearly visible through these details, the hurt can still 
not be allowed to be felt. There are signs that he has a fantasy which he expresses in 
various ways that I may become his Mum and take him home with me. He has felt the 
need to present a totally good side of himself, to remain happy and cheerful and behave 
so well that I may consider becoming his mother but clearly this is not going to be 
helpful and Ricky needs to be able to integrate the undesirable part of himself before he 
can have a realistic sense of who he is, before he can let others accept him the way he
Report 3 
30th April 1996
Ricky was early today and had to wait in the waiting room along with A 's M um . I  
had to insist to get A. out o f the room in time and she left her coat behind so that 
when Ricky came in ’ he said “she left her coat” and handed it to me. I  came out o f 
the room to give the coat back and when I  came into the room, Ricky had scattered 
his belongings on the settee and was looking at me with a frown. I  commented on this 
saying I  thought he looked cross or preoccupied. He said I  had to write a note on his 
school/home diary about the times o f his appointments, that Mary had asked him.
We talked about the appointment and how it was working out and he said he had 
arrived early and had had to wait. I  said that before he had been arriving late and 
been cross about that but today he had arrived early and had had to meet someone 
else leaving. He said he had to rush at school, pack up everything he was doing in 
minutes as the taxi was waiting for him at ten to. ”So there had been a rush to get here 
and the disappointment o f waiting after a ll”. I  had the book by then and wrote a quick 
note and Ricky then said he had been excellent today but the teacher did not have 
time to write it in. He then saw a new game on the shelf and took it out thinking he 
would probably like it. It was “Never-ending stories” and he eagerly opened it up 
looking quite excited now. After looking at the board and commenting on the way they 
all fold, he read the rules aloud and we got on with the game. The first story he 
started had to do with a boy who lived with his mum and they were both very poor, the 
boy finds a purse with money and is faced with the problem o f keeping it or handing it 
back. He hands it back and finds a treasure map which gives him a great treasure. 
Whilst still playing the game, Ricky tells me that he did something really bad at 
school last week, Thursday I  think. He asked me to read it in his book and said “you 
will hate me for it”. Before I  read it I  repeated that he was worried that I  might hate 
him for what he did. He said everybody else did. I  looked at the book and wondered i f  
he could tell me about it. He said he had run away, this boy had asked him i f  he 
wanted to run away and he had said yes so they had gone at lunch time, not very far  
and when he got home he had lentil soup as he was starving. I  said I  had become
totally confused and it sounded like a story from the game. Why had he wanted to run 
away ? he replied because he had been bad in the week and he was sure to spend 
another week-end in his bedroom and he was fed  up with it. He seemed not to want to 
say anymore and we carried on playing, in the next story, he gave one o f the 
characters the name o f Professor Renaud who helped find  out where a boy was kept 
prisoner in a dungeon, he had been wrongly imprisoned and needed to be released.
I  thought it sounded like his story o f being kept in his room and he wanted me to 
help deliver him from what he thought was unjust. He said he had been fine this week 
so far so maybe he will be all right this week-end.
We carried on with the game and he repeated how much he liked it. As we were 
coming to the end o f our time, he asked for a glass o f juice and said that he would 
tidy things away so fast that it would be all done by the time I  got back. He 
commented that we did not have any books for his age in the room. I  asked him what 
books he read and he said exciting ones like the Famous Fives or other books from  
school.
He picked up Jasper and the Beanstalk and read it aloud. Then when it was time to go 
he handed me his pen and asked me to put it in his box (which was still in the 
cupboard).
He went towards the door and said “I f  I  am not back I  am away but i f  not, 111 be 
back” which I  had to ask him to repeat as I  could not work it out but he added 
helpfully ‘the taxi ’ i f  it is here then I I I  go and i f  not I I I  be back.
Reflections
This session has themes in common with the previous ones discussed . The start of the 
session is a false start and Ricky has to face the existence of the other children who 
come to see me and a coat left over from another child in the room. He scatters his 
belongings and takes over the room to make it clear that the time is his. He looks cross 
and preoccupied but since I do not interpret his crossness, he does not explain it apart 
from mentioning another instance of someone else intruding in his therapy time by 
making demands upon it.
He picks up a new game and uses it in an avoidant way mainly by brightly talking 
about how good and exciting and getting away from the disappointment and anger of
the beginning. He does bring in some questions within the game in a way that blends in 
so much that maybe he can deny it if need be. There is a question of what kind of good 
luck the boy finds when he finds the purse and his handing it back to get a bigger 
treasure. In the parallel with his foster placement and the question of him staying there 
on a permanent basis, there might be in his mind a fantasy that there is somewhere, in 
the therapist maybe the possibility of an idealised mummy/treasure.
Another fantasy emerges in the game of a powerful father coming to rescue him and it 
may be that Ricky at some level believes that his natural father will turn up out of the 
blue and carry him off to a better life.
In his statement that I will hate him for what he did there is an anxiety that I might 
become punitive if he does bring in bad feelings. How much of him can I survive, will 
he damage me ?
In the story of professor Renaud helping to find where the boy is, he replied that he 
had been fine and ‘maybe he will be all right this week-end.’
Maybe he was telling me that he would manage on his own and also at that time I 
suddenly had a strong feeling that maybe he would be all right. It did not feel like the 
false independence that Ricky sometimes retreats into and it left me carrying a very 
powerful feeling of loss and pain which came to the fore during the seminar discussion. 
I think that the sense of loss comes from an inner shift to a depressive position where I 
was not just a good object but a whole object with good and bad parts, I let him down 
and disappointed him, made him angry by not fitting in with the fantasy of the good 
object, the good mother split off from the bad mother at home.
This shift in position was sustained in the following sessions at least some of the time 
with a pattern of Ricky using the puppets for the full session to express in a very direct 
way some of his anxieties and difficulties about family life but mostly his family of 
origin as well as his feelings of disappointment and worries about the future. Every 
time he feels that something good might happen, it does not last or it gets spoiled but 
also a very fragile sense that maybe what crashes down can be built again and hopes 
that get crushed can be revived. Looking back to the first session I presented eighteen 
months ago, at least it feels as if Ricky can now show his other faces and can bring out 
some of his painful feelings even if we are just starting to find a common language that 
feels safe enough without being too safe.
Final Comments
After two years in therapy, Ricky is trusting enough of the process to bring 
in through language or play some of his negative feelings in a tentative way 
but in a way which marks the beginning of a more genuine relationship 
which will not be broken off by his bad behaviour nor abused as his early 
relationships were. The dilemma which faces Ricky in his real life is that he 
is deeply attached to his mother who will not have him back but with whom 
he has some contact and the depth of that relationship seems at the moment 
to be preventing Ricky from developing other intimât relationship 
especially with his carers with whom he maintains an emotional distance 
making it difficult for them to keep standing by him through trying times. 
One of the challenges of my involvement with Ricky is for him to be able to 
transfer some of his discoveries within the therapy to his life outside so he 
allows himself to become close to people and is able to develop intimate 
relationships.
Given the numerous changes in Ricky’s life, the original goal of helping 
him deal with his abusive experiences is not likely to be achieved for the 
time being since Ricky has not had the stability and support to help him 
look back and examine the past.
The quality of my therapeutic work with him has been supportive and by 
offering him consistency and stability within the limits of the therapeutic 
relationship, we have been able to develop a safe place in which to explore 
through what happens in the room what may be happening outside both in 
his current foster placement and in his current relationship with his family 
of origin.
PART 3 : Service Design and Development
A. Evaluation of a training and consultancy service for Health 
Visitors
1. Background
1.1 The child psychology department has a history of good working collaboration 
with health visitors and was closely involved in the delivery of training in the 
Proactive Training Programme between December 1992 and May 1993. This 
programme aimed at changing the emphasis of health visitors’work from “checking 
up on children’s health and development” to “promoting the mental and physical 
well-being of the mother, monitoring the care given to the baby (including the safety 
of its environment), acting as a source of information, services and support, and 
providing advice and guidance on parenting”.
1.2 From 1995, the child psychology service had difficulty coping with rising 
referrals and difficulties in recruitment, exacerbated by changes in the Clinical 
Psychology Training course from 2 to 3 years which meant that no graduate came 
out of either Scottish Courses in October 1995. The waiting list became longer and 
although the department was committed to the Trust’s pledge of waiting time of 
less than three months, it was not possible to deliver that level of service with a total 
staff complement of two full-time equivalent in a department with five posts in total. 
Health visitors are the main referrers along with general practitioners and often find 
themselves supporting families who are on the waiting list.
1.3 In consultation with the co-ordinator of child psychology services, I proposed 
to release two sessions from my work in the specialist sexual abuse team in order to 
look at alternative ways of supporting the service. I proposed starting a 
training/consultancy service for health visitors to give them a chance to discuss in 
depth some of the more common problems encountered and help find ways of 
supporting families when they are on the waiting list or do not want to be seen by a
psychologist, realising that during waiting time, the health visitors are the most 
likely professionals to be left having to find ways of helping families with children .
1A  In order to get a sense of what health visitors may want, I devised a
questionnaire which was sent to the Senior Practitioners in four areas of Fife to be 
distributed to their health visitors. The questionnaire explained that "In response to 
requests for training and support and as an attempt to innovate in the way Child 
Psychology Services are being offered, I am proposing to be available for two 
sessions per month in a block of three hours to provide training, consultancy and 
support to health visitors in their work with children and families.” (see appendix 1)
1.5 Using the results of the questionnaire five sessions were carried out in each of 
the four areas of Fife (twenty sessions in all ) with the topics most frequently 
requested. Following this series of sessions, a feedback questionnaire was circulated 
in order to evaluate how useful the sessions were and whether changes should be 
made in the future.
2.RESULTS OF THE FIRST QUESTIONNAIRE
2.1 The initial questionnaire was completed by 46 health visitors.
2.2 Structure of the sessions
The proposed structure was that the three hour session would be divided as 
follows:
• Hour 1 - Presentation/workshop on a specific topic
• Hour 2 - Group discussion of clinical issues related to the topic
• Hour 3 - Psychologist available for consultation on specific cases
To the question :”Do you feel this structure would suit your needs?”
45 responded "yes” and one ‘Don’t know”.
In the comments section for an alternative structure, two comments were made 
regarding the length of the sessions and suggesting that two hours would be more 
feasible. The training sessions were therefore planned to last two hours with the first 
hour being a brief presentation on the topic of the day and the second hour an open
30
discussion in which health visitors were encouraged to bring specific case examples 
from their caseload anonymised for confidentiality.
2.3 Specific topics
Two items in the questionnaire addressed a choice of topics. One is question 2 “Which 
specific topics would you wish to have input on ?” and question 13 <cWhat types of 
problems/families/situations would you most want support with?”.
The most often quoted topics which health visitors asked for input on were specific 
behavioural problems ; (see Appendix 2 for the full list of topics)
A programme of sessions was devised from the most frequently quoted topic onward :
Session 1 : Sleep problems
Session 2 : Enuresis/encopresis
Session 3 : Eating problems
Session 4 : Behaviour difficulties
Session 5 : Positive parenting
2.4 What would you be looking for in this service?
Ten factors were suggested for personal rating to find out what health visitors felt they 
would gain from the sessions.
The results are as follows from the most highly rated factor to the least although the 
differences between some scores are very slight:
1. General guidance and support from the psychologist 188 pointsD 2. More confidence in using psychological skills
3. More knowledge on specific topics
187 points 
186 points 
180 points 
173 points 
164 points 
161 points
4. More knowledge in behaviour management
5. Increased opportunities for professional development
6. Journals and articles made available
7. A chance to have the time to reflect on work
8. A chance to keep cases I would otherwise have referred 150 points
9. Opportunities to discuss cases with colleagues 144 points
10. Mutual support from colleagues 133 points
In the space left for other factors, one person mentioned the difficulty of getting away 
for training and another person talked of the chance to recognise when to refer 
cases and avoid deterioration.
2.5 Children referred to psychology and problems identified.(Q5&Q6)
The total number of children identified by the 46 health visitors were 104 children 
referred to the child psychology department and the types of problems mentioned 
were behaviour problems with some further description of the types of behaviour ( 
aggression, destructive behaviour, disruptive behaviour etc..)
2.6 Children and families waiting to be seen.(Q7&Q8)
Twenty one children and 37 families were identified as waiting to be seen by a 
psychologist and supported by the health visitors.
2.7 Factors influencing referral to child psychology (Q9&Q10)
A number of factors were mentioned as regards to whether a worker would refer a 
child to the psychology department or would carry on working on their own with 
the family. The complexity of the problem was often quoted so that multiple or 
more complex problems were more likely to be referred. Failure of the most 
obvious techniques or advice was also likely to lead to referral and the words “last 
resort” were often quoted. This has clear repercussions for the way the family 
would then respond to the psychologist on their first appointment, perhaps in 
feeling disheartened at having “failed” or expecting an immediate solution from an 
“expert”.
Frequent mention of “feeling out of my depth” or “lack of appropriate skills” “being 
stuck” or “problem beyond my capacity” indicates the mismatch between the 
severity of some of the psychological problems encountered by health visitors in 
their daily practice and their perception of their ability to cope with such problems 
and intervene appropriately.
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A full report of the answers to both questions is available in Appendix 3.
2.8 Frequency of contact
To the question : “how often would you like the chance to consult with a child 
psychologist? “ the majority of health visitors chose “once a month”.
Once a week : 1
Once a fortnight : 2
Once a month : 28
Once a term: 8
When needed: 7
Not at all: 0
]
2.9 Other comments
In the section left open for comment, a few health visitors showed their enthusiasm for 
the proposed sessions, hoping that they would provide the opportunity for more 
joint work, updating skills and sharing anxieties. They expected the sessions to 
reduce stress level, increase support, improve service provision and diminish 
inappropriate referrals as well as provide a wider knowledge base for the 
participants.
3. EVALUATION AND FEEDBACK OF THE SESSIONS TO DATE
A total of thirty six health visitors returned their feedback questionnaires.(See 
Appendix 4 for the full questionnaire)
3.1 Structure of the sessions
Thirty four health visitors said the structure of the sessions suited their needs, one did 
not know and one said that she would have preferred more use of case histories to 
allow for in-depth discussion of specific problems.
To the question : “Do you think a regular session with a child psychologist has been a 
useful source of training and support for you?” thirty five answered “yes” and one 
‘Don’t know”.
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To the question of an alternative structure given in part 1 , some commented on 
wanting an increased use of case studies and more opportunity for individual 
discussion with the psychologist. In-depth case discussion was the overriding 
comment. The opportunity to talk about cases was certainly intended to be part of 
the structure of the sessions and to some degree the onus was on health visitors to 
think ahead of specific cases they may wish to discuss under the umbrella of a 
particular session, however in future, this should be emphasised and may be 
formalised so that health visitors take it in turn to briefly present a short case history 
on each topic.
3.2 How useful were the topics covered so far ?
All the sessions were very positively received with a large majority of participants 
rating the sessions quite useful (3), useful (4) or very useful(5).
The session on positive parenting was particularly well received with only ratings of
3,4 or 5.
See graphic representation.
0 = Did not attend
1 = Not at all useful
2 = A little
3 = Quite useful
4 = Useful
5 = Very useful
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3.3 Other topics
A range of topics were mentioned for future sessions, including children’s experience 
of death and bereavement, family relationships including divorce and separation, 
post-natal depression and early mother-child bonding, fears and phobias, bullying 
and adolescence.
3.4 Other comments
Most of the general comments on the sessions were very positive, describing them as 
very enjoyable and highly valued and all the health visitors who filled in the 
questionnaire asked for more sessions with broadly the same structure, although 
with better use of case studies and more input on complex matters such as 
dysfunctional families or multiple problems with an accent on how to help parents 
be motivated to change and how to boost their self-esteem.
CONCLUSION
The twenty sessions on five topics were overall positively received and the regular 
meetings between psychologist and health visitors allowed a better understanding of 
each other’s roles and maintained ties at a time when often health visitors felt let 
down by the length of waiting time before a family could be seen by our services.
The preferred structure seems to be of a more formal kind with a presentation on a 
particular topic followed by discussion of specific cases. The responsibility for 
bringing cases for discussion may need to be clarified in the future and the case 
presentations formally organised.
Since psychologists in the department work in distinct geographical areas, it seems that 
if each of us offered training and consultancy for the health visitors in our area, we 
would gain closer working relationships with the professionals who both refer and 
support families both through waiting time and when they are being seen. Both 
professions would benefit from working in partnership and the families would 
benefit from a consistency of approach which would help reinforce the work they 
do in the sessions.
In order to save time in the preparation of topics to be presented, each topic could be 
kept as a specific package for all psychologists to use.
B- Clinical Assessment of waiting list patients
1. Background
In an attempt to manage the waiting list, it was decided to set up a series of assessment 
clinics in which waiting families would be given the opportunity to discuss their 
problems further. The purpose of such measure was on one hand to give families a 
sense that they were not forgotten, to eliminate the families who had found alternative 
sources of help and did not wish to receive an appointment and to help the department 
make the best use of the resources, especially in finding out which families could be 
seen by trainees or assistant psychologists with supervision and which families needed 
to see a clinical psychologist.
The other task of the assessment was to evaluate the difficulties and discuss ways in 
which the family may be supported whilst on the waiting list or may be referred to 
another service.
2. Assessment format
The assessment format devised for the purpose comprises standard items of 
demographic details and history taking but also has a section on the family’s 
expectations of what psychology may offer as well as details of other professionals. 
The final part of the tool attempts to arrive at an evaluation of how complex the 
situation is and who should be involved following the assessment.
3. Application
A total of six assessment clinics have taken place with 20 families being seen so far. 
The level of non attendance was very low (2 families only), probably because of the 
previous correspondence in which families reply to a letter from us if they do want an 
assessment appointment.
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It was possible in all cases to attribute a level of intervention recommended . Most 
referrals were quite appropriate but two families were able to be discharged because 
the difficulties had subsided with time.
Some families were assigned to a psychology assistant who was then able to observe 
specific situation and assess the difficulties further with questionnaires.
Some families had to return on the waiting list until an appointment becomes available 
but all reported that they felt better for having the opportunity to talk about the 
problems in greater detail and felt less anonymous than they had done previously. 
Overall, this seemed a good way of making the best of over-stretched resources and 
the only difficulty foreseen is the fact that most families will eventually be seen by a 
different psychologist and will have to some extent to start again. This however seems 
a minor disadvantage far outweighed by the benefits mentioned above.
Appendix 1
In response to requests for training and support and as an attempt to 
innovate in the way Child Psychology Services are being offered, I am 
proposing to be available for 2 sessions per month in a block of 3 
hours to provide training, consultancy and support to Health Visitors 
working in their work with children and families.
With four areas in Fife, this means there would be approximately one 
session every other month in your area. ^
I enclose a questionnaire which will help me organize a service suited 
to your needs and wishes and I would be most grateful if you could 
return it to me as soon as possible :
Marie Renaud
Chartered Clinical Psychologist
Child and Adolescent Psychology Department
Playfleld House
Stratheden Hospital
Fife
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1. Structure of the sessions
One initial proposal is for the three hour session to be divided as follows :
Hour 1 - Presentation/Workshop on a specific topic
Hour 2 - Group discussion of clinical issues related to the topic
Hour 3 - Psychologist available for consultation by individual Health
Visitors on specific cases
Do you feel this structure would suit your needs ?
YES D
NO □
DON’T KNOW □
I would like to offer an alternative structure :
)
2. Which specific topics would you wish to have input on :
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3. Do you think a regular session with a child psychologist would be a 
useful source of training and support for you ?
)
YES
NO [ ]
DON’T KNOW Q
4. What would you be looking for in this training/consultancy service? 
Please indicate on a scale from 0 to 5 how important each item is to 
J  you personnally.
More knowledge on specific topics
More confidence in using psychological skills
More knowledge on behaviour management
Journal articles and materials made available
Opportunities to discuss cases with colleagues
General guidance and support from the psychologist
Mutual support from other colleagues
A chance to have the time to reflect on work
Increased opportunities for professional development
A chance to keep on working with cases I would otherwise have 
referred
Other factors, please indicate:
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5. How many children have you referred to Child 
Psychology in the past year ?
6. What are the problems identified in the referral ?
7. How many children you referred are waiting to be 
seen ?
8. How many families waiting to see a Child 
Psychologist do you feel you are supporting at the 
moment ?
9. What factors would make you decide to refer to 
Child Psychology ?
10. What factors would make you decide to help the 
family yourself ?
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11. How often would you like the chance to consult with 
the Child Psychologist ?
Once a week 
Once a fortnight 
Once a month 
Once a term 
Not at all
12. How many families on your caseload would you like 
to discuss in a group discussion ?
□
0
13. What types of problems / families / situations would 
you most want support with ?
)
14. Other comments
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Appendix 2
SPECIFIC TOPICS
Sleep problems
Encopresis/enuresis
Eating problems 
Temper tantrums
Challenging behaviour and its
management
Parenting skills
Abuse and neglect
Loss and bereavement in childhood 
Problems at school
SUPPORT WITH:
Establishing sleeping
patterns/routines
Late potty training. Toileting
problems. Soiling in school-aged
children.
Faddy or fussy eaters. Food refusal. 
Multiple behavioural problems, 
complex situations.
Aggressive or wilful behaviours. 
Destructive behaviour. 
Overcontrolling parents with 
unrealistic expectations. Excessive 
punishment. Teaching positive 
parenting. Communication.
Child protection issues. Supporting 
families when abuse occurred.
Lack of clear boundaries. Parent- 
child bonding. Negative families. 
Help with dysfunctional families. 
Psychological consequences for 
children. Help with access and 
difficult behaviours following 
contact with parent. Step-parents. 
How to help children through 
grieving process.
Different roles of educational and 
clinical psychologists. School refusal 
and truancy.
Chaotic families, relationship difficulties
Divorce, separation and reconstituted 
families
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Social interaction difficulties 
Hyperactivity
Sexual activity in children 
Adolescent depression
Anxiety management
Speech problems and elective mutism
Psychosomatic difficulties
Low self-esteem
Obsessional behaviour
Separation protest
Compliance of parents
When to refer to child psychology? 
Use of diaries and charts
)
Isolated or odd children 
AD-HD diagnosis and support for 
families in dealing with hyperactive 
child.
Inappropriate sexual behaviour. 
Coping with conflict in adolescence. 
Helping families communicate with 
adolescent children.
Anxious chidren; specific phobias.
Families where health visitor 
perceives problems but they do not. 
Focusing problem on one child and 
not taking responsibility for 
others’roles in maintaining problems.
Ways of recording behaviour more 
systematically to assess problems.
Appendix 3
TRAINING AND CONSULTANCY WITH HEALTH VISITORS 
FEEDBACK AND EVALUATION
Having now completed five sessions in each area, I would be most 
grateful for your comments and evaluation to help me plan what to do 
or not do in the future.
Could you kindly complete this questionnaire and return it to :
Marie Renaud
Chartered Clinical Psychologist
Child and Adolescent Psychology Department
Playfleld House
Stratheden Hospital
Fife
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D
1. Structure of the sessions
Do you feel the structure of the sessions suits your needs ?
YES □
NO
DON’T KNOW 
I would like to offer an alternative structure :
2. How useful were the topics covered so far ?
Sleep problems 
Enuresis/encopresis
Not A little Quite Useful
at all useful
1 2 3 4
1 2 3 4
Very
Useful
5
5
w
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Eating problems 1
Behaviour difficulties and positive 1
parenting. Part 1
Behaviour difficulties and positive 1
parenting. Part 2
3. Which other topics would you wish to have input on :
) ...........................................................................................................
4. Do you think a regular session with a child psychologist has been a 
useful source of training and support for you ?
YES □
NO □
DON’T KNOW □
5. What were the factors you personally valued ?
Please indicate on a scale from 0 to 5 how important each item is to 
you personally.
More knowledge on specific topics
More confidence in using psychological skills
More knowledge on behaviour management
Journal articles and materials made available
Opportunities to discuss cases with colleagues
General guidance and support from the psychologist
Mutual support from other colleagues
A chance to have the time to reflect on work
Increased opportunities for professional development
A chance to keep on working with cases I would otherwise have 
referred
Other factors, please indicate:
6 Other comments
Appendix 4
ASSESSMENT FORMAT
Psychologist:
Interview Date:
Demographic Details: 
Name:
Partner’s name:
Child’s name:
Telephone:
Other children :
Presenting Difficulties:
Duration and history of problems:
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Child’s history :
Pregnancy, Birth, Developmental milestones
Relationship to parents, peers, school
Parents History (sevaration, loss, bereavement, moves...)
Why difficulties?
Other professionals involved:
Information from other professionals:
3
What would von like to change: (expectations from psychological involvement)
Clinical Opinion:
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Looks reasonably straightforward, e.g concerned and positive parents needing help to 
sort out discreet problem.
Suitable for assistant/trainee and supervision.
Level 2:
Further assessment needed. Set up questionnaires or observation o f child or video. 
Assistant/trainee and supervision.
D
Level 3:
Presenting difficulties seem part o f a complexe picture o f long-lasting relationship 
problems or multiple problems possibly linked to attachment issues.
Clinical Psychologist
Level 4:
Highly complex case, multiple agencies, possibly in care or history o f complete 
breakdown in relationship with parents(e.g complex abuse case)
Clinical Psychologist
Other;
ACADEMIC DOSSIER
REVIEW 1 : Clinical applications of Attachment 
Theory for Child Psychology
REVIEW 2: The Clinical relevance of Outcome 
Research in Child Sexual Abuse
Clinical applications of Attachment Theory for Child Psychology
Outline of Attachment Theory
“What, for convenience, I  am terming attachment theory is a way o f conceptualising 
the propensity o f human beings to make strong affectional bonds to particular others 
and o f explaining the many forms o f emotional distress and personality disturbance, 
including anxiety, anger, depression, and emotional detachment, to which unwilling 
separation and loss give rise” Bowlby 1984
Bowlby developed his theory of attachment by drawing together in a unique way 
elements from very divergent fields .
Many years of observation of mothers and their infants led Bowlby to consider the 
strong emotional bond between them as a biological and innate propensity which has 
clear adaptive value in ensuring the survival of a very helpless infant who comes into 
the world entirely dependent upon the care of others. Bowlby’s interest in ethology 
gave him much to draw from animal behaviour although the early comparison with 
imprinting were abandoned as oversimplistic to account for human behaviour.
The need to relate emotionally is seen as a primary need, at the very heart of 
psychological development and not secondary to other needs, or drives.
Bowlby postulates an “attachment system” within the central nervous system which 
would regulate attachment behaviour.
The theory makes sense of specific behaviours common to all infants by interpreting 
them in terms of the need to become attached to their caregiver.
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Examples of such behaviours are “proximity seeking” in which the infant seeks to 
remain close to their parent, “separation protest” in which the infant will cry and 
protest when separated from their parent. Bowlby talks of a “secure base effect” in 
which infants are able to explore their environment if they feel safe in the presence of 
an attachment figure but become clingy and inhibited if they do not feel secure.
The feeling of security starts with the physical but gradually takes on a psychological 
dimension so that a pattern emerges from the infant’s experiences of how reliable the 
caregiver is in responding to the infant’s needs .
The theory postulates that the interactions between the infant and caregiver, the ways 
in which the caregiver responds to the infant’s need for a close emotional bond, 
become internalised by the infant so that they become the building blocks of an 
“internal working model “ of the self, others and the world at large.
“In order to account for patterns o f attachment increasingly to become the property 
o f the child himself attachment theory invokes the concept o f working models o f self 
and parents already described. The working models a child builds o f his mother and 
her ways o f communicating and behaving towards him, and a comparable model o f 
his father, together with the complementary models o f himself in interaction with 
each, are being built by a child during the first few years o f life and, it is postulated 
soon become established as influential cognitive structures (Bowlby 1988)
This assumption fits in well with psychoanalytic understanding of the way an infant 
develops (in the “object relations “ tradition) :the way in which the emotional bonds 
which develop between the mother and the child, then between other close figures and
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the child become internalised and form the cornerstone of development including 
cognitive development.
From an internal perspective, attachment is experienced as a psychological bond to the 
attachment figure who becomes a secure base.
His psychoanalytical perspective is evident firstly in the way he conceptualises the 
gradual internalisation of the actual relationship with close ones into "internal working 
models” which are at the source of the development of the self and secondly on his 
stance that the very early relationships especially to the mother are central to 
considerations of mental health.
Although he is close to the "object relations” school of psychoanalytic thought in these 
statements, there was much that directly threatened the psychoanalytic establishment in 
his rejection of instinctual drives such as feeding and sex, the shift away from distinct 
psychosexual stages and maybe more importantly in his insistence that the actual 
environment of the infant matters and that fantasy alone cannot account for the 
development of the self.
“The presence o f an attachment control system and its linkage to the working models 
o f self and attachment figures that are built in the mind during childhood are held to 
be central features ofpersonality functioning throughout life. ”Bowlby 1984 
The clinical implications are that children who have developed a secure attachment to 
their parent or caregiver will enjoy better mental health, feel secure and protected, 
loved and loveable and will be able to explore and learn better than children whose 
attachment is insecure.
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Furthermore, Bowlby suggests that internal working models of self and parents 
developed in childhood play a major part in the intergenerational transmission of 
attachment patterns.
“Because in all these respects, children tend unwittingly to identify with parents and 
therefore to adopt, when they become parents, the same patterns o f behaviour towards 
children that they themselves have experienced during childhood, patterns o f 
interaction are transmitted, more or less faithfully from one generation to another. 
Thus, the inheritance o f mental health or mental ill health through the medium o f 
family micro-culture is certainly no less important, and may well be far more 
important than their inheritance through the medium o f genes” (Bowlby 1973)
To summarise Attachment Theory in its wider sense, early parent-infant interactions 
become internalised in a pattern which is central to personality development as well as 
mental health and can be transmitted from generation to generation.
There are a number of hypotheses generated by Attachment Theory which have been 
explored in the research literature:
• that the quality of a child’s attachment to his/her carer can be observed and 
measured
• that parental characteristics (what the parent brings to the relationship), are crucial 
in the development of the infant’s attachment
• that insecure attachment patterns are associated with possible psychological 
difficulties for the child
• that patterns of attachment get transmitted from generation to generation
1. Studies which observe the carer-infant relationship and the quality of 
attachment.
The first hypothesis empirically tested was the idea that specific attachment patterns 
distinguishable from one another can be observed and measured.
Mary Ainsworth and her colleagues (1978) carried out detailed longitudinal studies of 
mothers and their infants in their natural setting and then developed a laboratory test 
named the “Strange Situation” in which 12 months old infants and their mothers went 
through a series of brief separations and reunions . The infants’ responses were then 
coded and classified into three agreed categories . These categories were designed in 
the context of the previous longitudinal studies in which Ainsworth and her colleagues 
had been observing and rating in detail maternal sensitivity, acceptance, co-operation 
and accessibility to the infant as well as infants’ behaviour:
• Secure attachment (66%) in which the infant shows signs of missing the parent on 
departure and seeks proximity upon reunion and then returns to playing.
• Insecure/avoidant attachment (10-12%) in which the infant shows few or no sign 
of missing the parent on departure, and actively ignores and avoids her upon 
reunion.
• Insecure/ambivalent attachment (10-12%) in which the infant is distressed and 
highly focused on the parent, but cannot be settled by the parent on reunion, often 
expressing anger and seeking contact in quick succession, generally failing to return 
to play.
• Insecurely /disorganised or disoriented attachment (10-12%) in which the infant 
displays disorganised behaviour such as ‘freezing’ or stereotypic behaviours with 
the parent. These children were originally unclassifiable as their behaviour showed
some aspects of secure attachment and some of insecure and the category was 
arrived at in a later study. (Main and Solomon 1990). There is still some debate as 
to whether this group represents a true attachment pattern or whether the 
disorganised behaviour is linked to reactions to trauma or other adverse 
environmental conditions ( Main and Hesse 1989; Wartner et al 1994)
There are inherent difficulties in attempting to measure the quality of the natural 
relationship between a mother and her infant in a structured laboratory situation lasting 
twenty minutes and during which that relationship is put under stress by brief 
separations and reunions. Indeed Attachment Theory is based on the paradox that the 
quality of the relationship of an infant to her mother is assessed in a negative way as it 
were, through the infant’s reactions to the withdrawal and momentary absence of her 
mother. It could be argued that some of the behaviours observed in the Strange 
Situation are expressions of the infant’s temperament rather than a reflection of the 
relationship between mother and infant. Are the infants simply displaying 
temperamental differences in their reaction to separation which are shaping the way in 
which their mothers are responding or are the mothers shaping the relationship with 
their infant through their behaviour and their response to separations ?
The question sums up the debate amongst theorists of child development about what 
meaning can be attributed to the findings from the Strange Situation. From the 
perspective of attachment theorists, the Strange Situation represents a snapshot of the 
mother-infant relationship in which both bring to the situation the emotional experience 
of previous separations and through their behaviour give indications of what separation 
means to them. Inferences are then made about the nature of their relationship and 
although no-one would question the importance of temperamental differences in
infants, the role of the mother is seen as crucial in allowing the infant to become 
securely attached.
On the other side of the debate Fox e ta l{\9 9 \) argue that findings in the strange 
situation could be understood in terms of infants temperamental differences as 
expressed in such behaviours as a tendency to cry, the ability to tolerate frustration and 
a tendency to be more object oriented.
Fox et al {1991) reviewed studies which looked at infants attachment to their mothers 
and to their fathers. Fox et al argued that if the Strange Situation is a reflection of the 
infant’s relationship to his or her caregiver, then we might expect no particular 
concordance between attachment category to mother and attachment category to 
father as presumably they would be independent relationships whereas in their meta­
analysis, they found a high level of concordance between attachment classifications to 
each parent. These findings are evidence, they say, of the influence of infant 
temperament on classification in the Strange Situation. This is very debatable since a 
child’s parents are often seen as a unit in their parenting role and although they are 
obviously separate individuals it is likely that in the attachment relationship there 
would be a high level of concordance.
The difference in perspective would then come from whether ‘‘temperament” is held to 
be an immutable acquired entity or a set of characteristics which can be shaped by the 
relationship with caregivers. How is the child’s internal working model developed? Is 
it through the expression of innate temperament or is it through a process of 
internalisation of the actual relationship to the caregiver ?
A study by Coffman S., Levitt M.J and Guacci-Franco N.(1995) set out to explore the 
relationship between maternal responsiveness, infant temperament and attachment as
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measured in the Strange Situation. They found that infant temperament was more 
strongly related to attachment category than maternal responsiveness which lends some 
support to Fox et al’s emphasis on the need to take into account the possible influence 
of temperament in the classification of the Strange Situation.
Although the Strange Situation is clearly an important experimental tool, it is also 
essential to bear in mind its limitations when taken in isolation and without the detailed 
and intensive background information obtained in the Baltimore study by Ainsworth et 
a/.(1978).
What has been found repeatedly however is that the percentage of children being 
classified in each category has been stable across different studies ( see Waters 1978; 
Feldman & Ingham 1975 ).
It is clear that we can measure children’s behaviour in a laboratory situation and 
reliably classify those behaviours into the separate attachment categories.
The extent to which the Strange Situation is accepted or rejected as an accurate 
perception of the quality of a relationship depends on one’s theoretical perspective.
The perspective of attachment theorists is that children whose mothers are responsive 
and sensitive in their parenting are likely to become securely attached. Secure 
attachment is seen as a positive asset as it then enables the child to play and explore 
his/her environment without being preoccupied with the availability of the attachment 
figure. An alternative perspective is that what is being measured in the Strange 
Situation is no more than the child’s temperamental abilities in the face of the stress of 
separation and his/her natural abilities to cope with the situation.
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2. Parental characteristics and infant characteristics
A number of studies have looked in some detail at the parental characteristics which 
may be significant for the development of secure attachment as well as the 
characteristics which may lead to insecure attachment.
In the Baltimore study, Ainsworth (1978) had observed in great detail mothers and 
their infants and developed codings for the interactions during feeding, as well as other 
activities, noting the mother’s responsiveness to her infant.
Isabella R. (1993) carried out a prospective study of attachment by observing and 
coding maternal interactive behaviour across the first year. Through naturalistic 
observations when the infant is 1,4,9 months of age, he coded maternal sensitive 
responsivity and rejection and later assessed the quality of attachment of the infant at 
one year.
In an analysis of variance, he found that mothers of secure one year olds were 
observed to have been more sensitively responsive and less rejecting. Mothers of 
insecure-avoidant infants had been more rejecting at 9 months whereas mothers of 
insecure-ambivalent infants were least responsive and most rejecting at 1 month.
The emphasis is on the mother’s behaviour and response to her infant and the way this 
shapes the attachment pattern of their relationship and little is said about the infant’s 
characteristics which may make it more or less easy to respond to the infant.
Attempts have been made to look at the relative contribution of mothers characteristics 
and infants characteristics in the attachment relationship:
Van Uzendoom, Goldberg, Kroonenberg and Frenkel (1992) addressed the question 
by examining the relative effects of maternal and child problems on the quality of 
attachment. In a meta-analysis of clinical samples which had specifically identified
maternal or infant problems they found that groups identified primarily by maternal 
problems (such as psychiatric diagnosis or maltreatment ) show attachment 
distributions highly divergent from the normal population whereas groups with a 
primary identification of child problems (e.g deafness, Down’s syndrome) show 
distributions similar to the normal population. They concluded that ‘the mother 
appears to play a more important role than the child in shaping the quality of the infant- 
mother attachment relationship.”
This conclusion has to be looked at critically however since the type of maternal 
problem selected was mainly to do with mental illness whereas the type of infant 
problem had to do with physical or developmental impairment It seems that mental 
health difficulties would naturally affect the quality of a mother’s relationship to her 
child whether there would not necessarily be an expectation of emotional difficulties in 
a child because of deafness or Down’s syndrome.
Since attachment is a measure of the quality of a relationship which is by definition an 
emotional one, mental illness would naturally prejudice the development of such a 
relationship whereas developmental impairment would not necessarily do so.
Further studies of the quality of attachment with children who have developmental 
impairments have also been carried out. A study by Capps et al (1994) examined 
attachment security in children with autism. All the children were given a ecD” 
disorganised/disoriented classification but once the stereotypic behaviours typical of 
autism were discarded in the coding, 40% were given a secondary classification of 
“securely attached”.
In an independent rating, mothers of “securely attached “ autistic children displayed 
greater sensitivity than mothers of the “insecurely attached” group.
Even m a group of children who because of autism have great difficulty in establishing 
relationships and who are described (Rutter 1978) as “lacking in attachment behaviour 
and displaying relative failure o f bonding', mothers who are coded as more sensitive 
tend to have children who display secure attachment behaviours.
As happens commonly with such debates, the issues become polarised to a degree 
which is not always helpfol. Of course, the child’s in-built temperament is influential in 
the way s/he handles the Strange Situation but it cannot on its own account for the 
attachment classifications in the Strange Situation.
There is ample evidence to show that the way an infant is parented, the quality of the
relationship with the mother has a great influence on attachment classification in the
Strange Situation. A study by Crittenden (1992) examined the patterns of attachment
in four groups of maltreated children compared with a group of children adequately
parented. The Strange Situation was videotaped and the tapes coded blind by trained
observers. The distribution of attachment categories in the control group was similar to
what has been found in previous studies of non-clinical populations with a majority of
children (56%) coded as “securely attached”. In the other four groups which
comprised children from selected inadequate environments featuring maltreatment,
abuse or neglect, between 4% and 9% only of children were classified as securely 
attached.
3. The contribution of the child’s temperament to the development of 
attachment
A longitudinal study by Seifer el al (1996) attempted to clarify the relative contribution 
of infant temperament and maternal sensitivity to the development of attachment.
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They found only weak support for a correlation between maternal sensitivity and 
attachment status and a stronger correlation between infant temperament and 
attachment status.
Maternal sensitivity was correlated with attachment status assessed by Q-sort but not 
measured by the Strange Situation.
Overall there were large differences in the results depending on what measures were 
used to assess attachment and infant temperament.
Seifer et al stress the need to get away from a direct effect model to explain the 
influence of maternal sensitivity and infant temperament on the development of 
attachment: “a combination of individual and contextual factors are required to fully 
appreciate the development of attachment relationships.”
Specific attention to the context of the relationship was given by Crockenberg (1981) 
in her study of social support and its influences on the security of attachment. She 
found that the quality of maternal social support to be consistent with security of 
infant-mother attachment. This effect was stronger if babies were found to have “high 
irritability” as a temperamental trait. For infants with low irritability, the adequacy of 
social support did not seem so important. These findings highlight the interaction 
between infant characteristics and the broader context of the mother’s social support. 
Naturally, the quality of external support the mother receives is influential in allowing 
her to be emotionally available to her infant, therefore all three elements (infant 
temperament, maternal characteristics and environment) constantly interact in a 
dynamic way which makes discreet measurement problematic.
Indeed, a difficulty of the study is the way in which infants are divided into “high 
irritability” and “low irritability” groups at a specific cut off point rather than being 
classified along a continuum of low to average to high irritability which would have 
allowed more valid generalisations to be made.
Mangelsdorf et al (1990) also examined the comparative contribution of infant and 
maternal characteristics to the development of attachment. They chose “proneness to 
distress” as a measure of temperament and personality questionnaires to assess 
maternal characteristics.
They found that the infants’ temperament as measured by “proneness to distress” did 
not predict attachment category in the Strange Situation a few months later but that
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maternal personality was a crucial factor in predicting security of attachment only if the 
infants scored high on “proneness to distress”.
These findings support Crockenberg’s emphasis on the context of the relationship in 
so far as certain infant temperamental characteristics such as ‘proneness to distress’ or 
‘high irritability’ increase the demands on parental sensitivity to the point where the 
caregiver needs particularly good social support and positive personality traits.
Vaughn et al (1992) bring this focus in a discussion on the role of measurements in the 
debate on attachment. They stress the need to get away from extreme positions on a 
bi-polar conceptualisation with maternal characteristics at one end and infant 
characteristics at the other. They found an overlap between assessment of attachment 
and assessment of temperament when using Q-sort but not when using the Strange 
Situation. In many studies, the measurement of infant temperament is carried out using 
maternal report and the answers would naturally be affected by the mother’s own 
perceptions of their relationship with their infant.
It seems that some of the debate which lies in conceptual frameworks may well need to 
be focused on what is being measured and how much can be generalised from these 
measurements.
4. Links between security of attachment and pathological factors
Numerous studies have taken on board Bowlby’s notion o f’’internal working model” 
in which the veiy early interactions between mother and child become internalised into 
a powerful aspect of the personality.
According to Bowlby, the child’s initial relationship with early attachment figures 
affects and shapes later relationships as the child internalises aspects of the early 
relationships in a way which colours his or her outlook and experience.
“Given different internal working models, one child may interpret another’ s refusal to 
play as a devastating rejection and evidence of his or her unworthiness, while a second
child, with a more positive internal working model, may perceive and interpret the 
same behaviour as a minor slight.
The subsequent behaviour of these two children will probably be different, e.g sulking 
or an angry outburst in the former versus readily approaching another child in the 
latter.” (Pearce and Pezzot-Pearce 1994)
Ways of classifying attachment patterns beyond infancy have been developed in the 
eighties by Mary Main and her colleagues, (see Main and Weston 1981, Main and 
Cassidy 1988).
Main and Cassidy (1988) reported a predictability of 84% for the child-mother 
attachment categories from infancy to age 6.. The reliability coefficient was extremely 
high (kappa= .76), but the sample of children small (n=32).
They reported predictability rather than stability of the parent-child interaction five 
years after the initial coding in the Strange Situation. The predictability on a long term 
basis was however dependent on the absence of major changes in life circumstances. 
The test for six year olds involved a mixture of separation s, discussions of 
photographs showing mild to stressful parent-child separations and free play.
They state in the study that the scoring of the test is much more difficult to learn and 
administer accurately than the Strange Situation because of the broad repertoire of 
responses of six year olds. Whether such different method come to measure the same 
thing remains a matter of debate and although Wartner et al (1994) replicated the study 
with a sample of 40 German children and found a very high concordance of 82% 
between the classification at age one and the further classification at age 6 concordance 
between the instrument might not necessarily imply that the observed behaviours can 
be interpreted to mean the same underlying concept.
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They also took measures of reported behaviours at school and found that securely 
attached children were more competent in their play, had fewer conflicts with peers 
and showed fewer behaviour problems than insecurely attached children.
A positive cycle was hypothesised by Bowlby by which secure attachment provides the 
emotional stability necessary for exploration and unhindered cognitive development. 
The child has a sense of well being and confidence which allows for the development 
of further positive relationships beyond the home environment.
Sroufe, Egeland and Kreutzer (1990) found that children with early internal working 
models of sensitive care and secure attachments are more responsive to positive 
changes of the environment, are more resilient to stress during the elementary school 
years and may recover more easily from adversities than children who have been 
insecure from the beginning.
There is also the implication that insecure attachment may be a risk factor for later 
psychopathology (Belsky and Cassidy 1994).
One of the difficulties in weighing up the strength of the associations is to determine 
the importance of attachment per se in relation to other environmental factors.
Shaw D.S and Vondra JI (1995) in a longitudinal study of low income families 
measured a number of dimensions including temperament and maternal depressive 
symptoms when infants were one and later at age three. They found a direct 
correlation between insecure attachment at age one and behaviour problems at age 
three.
Lyons-Ruth, Alpem and Repacholi (1993) examined the relationship between 
attachment status, maternal psychosocial problems and aggressive behaviour in pre­
school. They found that the strongest predictor (71% of children)of hostile and
aggressive behaviour towards peers in the classroom was earlier disorganised/ 
disoriented attachment status at age one.
They make the following observations regarding the differences between the kind of 
predictions used by developmental researchers compared to clinical researchers :
"The observed asymmetry between forward and backward prediction sheds some light 
on the differing theoretical models held by clinicians and developmental researchers 
concerning the extent o f continuity in early development. In the clinical area, a long­
standing psychodynamic theoretical model has postulated significant continuity in 
maladaptive relationship patterns from infancy to early childhood, while among 
infant researchers prediction from  infancy to later childhood has appeared much 
more modest. [...] The present data suggest that this difference in perspective may 
stem from a legitimate asymmetry in the backward and forward predictive association 
between behavioral difficulties in infancy and clinically significant behavioral 
problems in childhood a common type o f backward and forward asymmetry that 
exists in the prediction o f disorders such as the association o f lung cancer and 
smoking. ” Children with behaviour disorders are likely to have had insecure
attachments but children with insecure attachment do not always develop behaviour 
disorders.
Waters et a/(1993) examined the relationship between attachment status and 
behaviour problems but warn of the dangers of interpreting eveiy possible disruptive 
behaviour in terms of attachment theoiy.
Studies of psychopathology in later life have examined children in difficult 
circumstances and adverse environments which may be presenting a wide range of risk
factors including but not exclusively related to the child’s relationship to his/her 
attachment figures.
So it is that we may be able in research to find links between current psychopathology 
and insecure attachment at age one but it would not be possible to claim that insecure 
attachment per se leads to psychopathology. In terms of developmental research, we 
can at best postulate risk factors associated with certain patterns of insecure 
attachment.
5. Studies which examine the transmission of attachment patterns from 
generation to generation.
Measures of attachment status were devised beyond childhood to examine adult’s 
"state of mind” as regards their attachment figures. The Adult Attachment Interview 
(George at al 1985) was developed in order to test adults current feelings, thoughts 
and memories of their attachment figures.
It is a semi-structured interview with twenty prompts or questions which focuses on 
the relationship to mother and father or other caregivers during childhood.
The interview aims at eliciting a narrative concerning the person’s childhood 
relationships with his/her parents, changes in the relationship over time and evaluations 
as to why parents behaved the way they did. Specific questions include asking what an 
individual did and felt as a child when upset, hurt or ill, and separated from parents. It 
does not claim to arrive at a measure of the person’s actual attachment status in 
childhood but at a picture of the individual’s current state of mind regarding his/her 
parents.
Each interview is transcribed verbatim and a qualitative analysis is made to arrive at a 
classification which parallels the Strange Situation classifications: 
secure-autonomous(securely attached) ; dismissing of attachment (insecure-avoidant); 
or preoccupied with early attachment (insecure-ambivalent).
As regards the D category for infants (disorganised/disoriented), a parallel category 
was developed for adults.
Main and Hesse (1989) found a predicted match of 75% between the mothers 
classification on the Adult Attachment Interview (AAI) and the classification of their 
infant in the Strange Situation.
Ainsworth and Eichberg (1991) replicated the findings in a study of 45 cases. In the 
cases taken as a whole and including the D category, they found a match in 36 out of 
45 cases (80%) and once the D category was taken out, the match was of 27 cases out 
of 30 cases(90%).
Fonagy, Steele and Steele (1991) administered the AAI to 100 women expecting their 
first child and at one year follow up, they assessed the infants attachment status in the 
Strange Situation.
They found that maternal representations of attachment from the interview predicted 
subsequent attachment patterns in 75% of cases.
Thus the strength of prediction in a prospective study was comparable to retrospective 
or concurrent studies.
Bearing in mind Lyons-Ruth’s discussions regarding backward and forward 
predictions, these findings are all the more powerful. Fonagy et al state that “predictive 
power resides, it seems, not in the quality o f past experiences but in the overall
organisation o f mental structures underlying relationships and attachment related 
issues”.
Benoit and Parker (1994) examined the stability and transmission of attachment across 
three generations by interviewing pregnant women and their mothers and then testing 
the child in the Strange Situation a year later. They found that mothers AAI 
classifications were stable over 12 months in 90% of cases, that mothers AAI 
classification predicted their infant’s classification in 81% of cases and that 
grandmothers AAI classifications matched mothers in 75% of cases. They conclude 
that “caregivers ’ states o f mind with respect to attachment may be derived from  
actual and perceived childhood experiences with attachment figures and may 
influence behaviour in caregiving situations. This model o f transmission suggests that 
what may be transmitted across generations may be a state o f mind, which is 
communicated to the child via parenting behaviour, especially parental response in 
times o f stress when the attachment system is activated. ”
The process of transmission postulated is therefore that parental attachment 
representations become expressed in parenting behaviour, i.e sensitivity, 
responsiveness which in turn influences the quality of the infant’s attachment to the 
parent.
Fox’s alternative explanation (1995) is that temperamental characteristics may be 
transmitted and that there would be nothing particularly remarkable in the idea that 
parents personality influences children’s behaviour. He suggests that future studies 
should include personality traits with factors of positive and negative affectivity.
De Haas et al (1994) carried out such a study by giving questionnaires designed to 
assess temperamental dimensions of emotionality, activity and sociability to mothers
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interviewed on the AAI. They found no significant associations between the AAI 
classifications and the measures of temperamental characteristics.
Conclusion
There is no doubt that Attachment Theory is a powerful tool for conceptualising the 
emotional development of an infant and the subsequent influences on his/her 
personality.
However, in evaluating the clinical studies, it is important to bear in mind the possible 
dangers of oversimplifying a subtle and complex concept with far reaching 
consequences or of overextending the span of the theory by viewing attachment as an 
all encompassing, overinclusive system which ignores the diversity and richness of 
interpersonal relationships.
By taking the view that mothers are particularly influential in shaping the kind of 
attachment her infant will develop, we need to avoid an overly simplified and 
deterministic view of relationships which could deny the part the infant has to play as 
well as environmental factors generally.
In order to avoid a simplified view of the significance and contribution of Attachment 
Theory to the study of the child, it is important to consider risk factors and protective 
factors amongst other possibilities rather than a linear and unified development.
The vocabulary used by Bowlby himself makes clear the need for a dynamic systems 
model to describe developmental pathways or possibilities.
The debate need not become polarised in a nature/nurture way and it is clear that 
Bowlby himself took into account the role of temperament and acquired characteristics 
in his concept of “developmental pathways” :
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Each infant is held to have his own individual array ofpotential pathways fo r  
personality development which include many that are compatible with mental health 
and also many which are incompatible. Which particular pathway he proceeds along 
is determined by the environment he meets with, especially the way in which his 
parents or parent substitutes treat him, and how he responds to them. Children who 
have parents who are sensitive and responsive are enabled to develop along a healthy 
pathway. Those who have insensitive, unresponsive, neglectful, or rejecting parents 
are likely to develop along a deviant pathway which is in some degree incompatible 
with mental health and which renders them vulnerable to breakdown, should they 
meet with seriously adverse circumstances. ”(1988)
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Review 2: The clinical relevance of outcome research in child sexual abuse 
Introduction
The past twenty years have seen a tremendous surge in the literature on child sexual 
abuse. However many of the early studies were concerned with the recognition of 
sexual abuse, the handling of disclosure and the psychological effects of abuse as well 
as the treatment of adult survivors. More recently as therapeutic interventions have 
developed so the literature on treatment with children has grown.
There is still little agreement as to whether therapeutic intervention of some form 
should be available to all children who have disclosed abuse (Glaser 1991) or whether 
the event of child sexual abuse does not in itself create a need for treatment in all child 
victims. (Beutler et al 1994).There is even less agreement as to what particular type of 
intervention is more effective or appropriate.There have been particular difficulties in 
the evaluation of treatment for children who have been sexually abused.
Very few studies of treatment outcome have been published and fewer still fit in with 
the usual criteria for adequacy in design, measurement or sample size. In a review of 
eleven treatment outcome studies, none were able to demonstrate the efficacy of any 
treatment method.(O'Donohue and Elliott 1992)
Although the literature on child sexual abuse is now very expansive, it is only in the 
last decade or so that the evaluation of treatment has become a focus for research. 
Most of the treatments offered are based on pragmatic considerations of the effects of 
child abuse but do not derive from any theories which may explain the impact of 
symptoms and the rationale behind particular interventions.
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The aim of the present paper is to examine the clinical relevance of the current research 
in treatment outcome of sexually abused children and to discuss some of the difficulties 
in evaluating outcome research in the light of theoretical considerations.
1. The effects of child sexual abuse
A definition of sexual abuse adopted by Browne and Finkelhor (1986) refers to ’’two 
overlapping but distinguishable types of interaction:
(a) forced or coerced sexual behaviour imposed on a child and
(b) sexual activity between a child and a much older person, whether or not obvious 
coercion is involved.”
Clinical reports of the effects of childhood sexual abuse suggest that a wide range of 
disturbances may be identified.
An early study by Tufts New England Medical Centre (1984) grouped disturbances in 
156 sexually abused children under the following headings:
• Behavioural difficulties such as aggressive and destructive behaviour, substance 
abuse, self-destructive and suicidal behaviours.
• Emotional difficulties such as depression, anxiety, guilt, shame and phobia.
• Physical difficulties such as psychosomatic complaints, aches and pains, sleep and 
appetite disturbances, enuresis and encopresis.
• Self concept disturbances such as low self-esteem and poor self image.
• Age inappropriate sexual behaviour such as overly sexualised behaviour or fears and 
worries about sex or inappropriate sexual knowledge.
The level of psychopathology was measured using the Louisville Behavior Checklist 
(Miller, 1981) and forty per cent of their seven to thirteen year old sample scored in 
the seriously disturbed range.
Tong et al (1987) found similar levels of psychopathology, 47% of a sample of 
sexually abused children aged between seven and thirteen scored in the seriously 
disturbed range on the Child Behaviour Checklist (Achenbach and Edelbrook 1983). 
Attempts have been made to search for a "syndrome" of sexual abuse (Green 1993) in 
order to link the symptoms together in a meaningful way.
One such attempt was the conceptualisation of child sexual abuse in the context of 
post-traumatic stress disorder (PTSD). Goodwin (1985) described post-traumatic 
symptoms in child victims of incest (i.e fear, startle reactions, re-enactment of the 
trauma, flashbacks, sleep disturbance and depressive symptoms).
Finkelhor and Browne (1986) proposed a model to link the disturbances commonly 
found in sexually abused children with an understanding of the traumatic effects of 
abuse. They describe four factors of sexual abuse which cause trauma to the child :
• "traumatic sexualisation” resulting from the sexual stimulation and reinforcement of 
the child’s sexual responses, so that the child learns to use sexual behaviour to 
gratify numerous nonsexual needs. This leads to inappropriate and premature sexual 
activity, a confused sexual identity, and deviant patterns of sexual arousal.
• "Powerlessness" referring to helplessness during the sexual assault, leading to fear 
and anxiety.
• "Stigmatisation”, describing the child’s sense of being damaged and blamed for the 
abuse which might be reinforced by peers and family members. This leads to shame, 
guilt, and low self-esteem.
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• £cBetrayal”, referring to the child’s disillusionment when he or she is sexually abused 
by a trusted adult. This may lead to a general distrust of others, hostility and anger. 
Although this model gives a good description of the range of factors linked to abuse, it 
does not differentiate between acute and chronic traumatic abuse.
The effects of abuse have been found to differ according to the child’s age in a review 
of 45 studies ( Kendall-Tackett et al 1993). For pre-schoolers, the most common 
symptoms are anxiety, nightmares, general PTSD, and inappropriate sexual behaviour. 
For school-age children, the most common symptoms are fear, aggression, nightmares, 
school problems, hyperactivity and regressive behaviour.
For adolescents, the most common behaviours were depression, suicidal or self- 
injurious behaviours, somatic complaints, illegal acts, running away and substance 
abuse.
It is therefore important to take into consideration the child’s developmental level 
when considering the likely impact of the abuse and the appropriate intervention.
The only behaviour specific to sexually abused children compared to other clinical 
populations was found to be sexually inappropriate behaviour since PTSD is 
commonly found in children who have experienced other forms of violence.
(Green 1993)
The assumption underlying PTSD formulations is that the sexual abuse of children is 
violent or traumatic whereas in many cases, the gradual grooming of the child ensures 
that the abuse is not experienced as a trauma, especially when it takes place in the 
context of games and secrets. The more likely effect is confusion to the point where 
the abusive acts are not experienced as “abusive” until much later in the child’s
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development or when an adjustment can be made between what the child has 
experienced and what is considered as normal or appropriate.
Asymptomatic children
One aspect of the variety amongst sexually abused children is that some appear to have 
few or no clinically significant difficulties.
Several studies report a proportion of children to be free of symptoms being assessed. 
For instance, Conte and Schuerman (1987) report that 21% of their sample appeared 
to be asymptomatic. A variety of factors may contribute to such findings. 
Kendall-Tackett et al (1993) suggest that studies may not be assessing all the potential 
symptoms or not utilising appropriate or sensitive instruments. For instance, children 
with an avoidant coping style may successfully suppress any difficulties related to the 
abuse and may appear asymptomatic although at some level they may be quite 
distressed. (Johnson and Kenkel, 1991)
Finkelhor and Berliner (1995) suggest that some may be adaptive or resilient children 
who utilise particular coping styles.
Other children may manifest the presence and severity of symptoms at differing times 
relating to a variety of factors such as developmental stage, degree of suppression and 
other life events. “Sleeper effects” are considered to be symptoms that may not surface 
for some time (Kolvin et al 1988). For example, some promiscuity may emerge along 
with the developmental and sexual challenges of adolescence.
Symptoms may tend to worsen for children around the time of disclosure and 
symptomatology may persist for longer in children involved in criminal proceedings 
and court-room testimony.
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Asymptomatic children may simply be less affected. Research indicates there is a 
relationship between intervening variables such as seriousness and duration of the 
abuse and the resulting effect. (Kendall-Tackett, Williams and Finkelhor, 1993) 
Asymptomatic children may have experienced the least damaging abuse or they may be 
more resilient.
Effectiveness of psychological treatment
It is clear that a number of external and internal factors are interacting in the way 
abusive experience impacts on children. The complexity of all these variables make it 
particularly challenging to evaluate what interventions are effective for which particular 
children.
Studies in which the therapeutic intervention aims at reducing some clearly measured 
behaviours have naturally been found to be more successful than studies aiming at 
more complex concepts such as self-esteem or body image . This may contribute to 
some findings that structured, abuse-specific treatments are more effective than 
supportive psychotherapy (Mannarino and Cohen 1994). There are particular 
challenges in measuring psychological change and linking these changes to a specific 
therapeutic input. One such challenge is the type of measures available and the placebo 
effect which will predispose most subjects to report an amelioration after intervention. 
Another is the question of what we can measure . It is relatively simple to assess and 
measure observable behaviours but it becomes quite a challenge to find an appropriate 
way of measuring subtle and complex psychological notions relating to the sense of 
self, be it self-esteem or self-image and although questionnaires are used, they are often 
quite unrefined in measuring subtle changes.
Some longitudinal studies have found that sexually abused children as a group improve 
over time whether they receive therapy or not. (Gomes-Schwartz et al 1990).
A number of more recent studies have therefore attempted to measure whether time 
alone improves symptoms or whether the intervention is effective in alleviating 
particular symptoms.
Stauffer and Deblinger ( 1993) assessed the children on two separate baselines before 
the treatment started with a gap comparable to the course of treatment. They found 
that there were no significant improvements between the two baselines but there were 
significant improvement on all the measures between the second baseline and the end 
of treatment. Their numbers were quite small (17) since they were evaluating a 
cognitive behavioural group treatment.
Lanktree and Briere (1995) reviewed 105 children who attended for outpatient 
treatment. They compared the effect of time in therapy versus the amount of time 
elapsed between the end of abuse and the start of treatment to see whether time alone 
could account for improvement in symptoms. They found that time in therapy was 
more predictive of reduction in symptoms than time elapsed since the abuse. However 
they found that particular symptoms, including anxiety, depression and post-traumatic 
symptoms were more likely to diminish in time whereas sexual preoccupation and 
acting-out, dissociation and anger were more likely to have persisted.
It seems therefore that time does alleviate some symptoms and depending what 
measures are used children may be assessed as asymptomatic. It seems quite 
understandable that with time anxiety and post-traumatic type of symptoms diminish as 
the child puts the experience to the back of his/her mind, in some way “forgets” about 
it but the lack of active symptoms does not in any way equate with psychological
health as it is likely that later on in life, possibly in adolescence or through other life 
events, the effects of sexual abuse may come to the surface again in ways which might 
be dissociated from the original event. Indeed, a large proportion of adults who seek 
psychological help for anxiety and depression symptoms have experienced sexual abuse 
as children and have managed to remain symptom free for years or to manage with the 
symptoms they did experience for years.(Mullen et al 1988)
Hence, the comparison made by Lanktree and Briere (1995) between time since the 
abuse and time in therapy does not clinically hold much reality since children do not 
exhibit and recover from particular symptoms in a smooth and predictable way but in 
fact may seem free of symptoms for a while and suffer from severe difficulties at a later 
stage. Indeed the beginning of therapeutic intervention can be a very troubled time for 
children who have found ways of coping by trying to forget what had happened for 
years sometimes and are then faced with the task of bringing to the surface painful 
feelings and memories.
Mrazek and Mrazek (1987) stated that after disclosure, part of the therapeutic task 
includes helping the child to let go of previously necessary but now redundant coping 
strategies such as dissociation and self-blame.
Group therapy
Multi-modal treatment with special emphasis on group treatment has been widely 
viewed as one of the most effective forms of intervention with child and adolescent 
sexual abuse victims (Sturkie 1992).
Despite being a widely used form of intervention, with extensive testimonial 
endorsement, relatively little empirical evidence has been offered in support of its use.
In particular, there has been little comparison of group treatment with alternative 
treatment modes.
There is, however, a sound underlying rationale for the use of group intervention with 
child and perhaps particularly adolescent clients. This is based on developmental issues 
plus considerations of therapeutic elements of group treatment. From a developmental 
perspective, peer relationships become increasingly pre-eminent towards adolescence. 
Group treatment may therefore be a more developmentally appropriate form of 
intervention with this age group.
From a therapeutic perspective, group treatment is inherently beneficial in addressing a 
child’s sense of isolation, secrecy, shame and stigma (Herman and Hirschman 1981). 
De Luca et al (1995) outline the following benefits of group treatment for adolescent 
victims of child sexual abuse:
• the provision of a feeling of universality through interaction with others who have 
had similar experiences, thereby inherently addressing the reported subjective 
experience of isolation.
• the provision of an extended social support network.
• group treatment may facilitate or provide opportunities for educational intervention, 
for instance, secondary prevention might be more easily taught in groups where the 
opportunity for the role play and other shared tasks is available.
• cost and time effectiveness where resources are limited.
Knittle and Tauna (1980) identify the following additional advantages of group 
therapy:
• in group therapy physical contact and emotional support are not threatening as 
compared to the pressures of individual therapy
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• being in a group with other victims facilitates the building of trust and self 
disclosure, which can lead to an exploration and expression of feelings.
• group therapy also provides adolescents with an opportunity to express feelings for 
others that they cannot express regarding their own situations.
Outcome of group therapy
There are very few studies which measure outcome of group therapy in a scientific 
way, even fewer which address the treatment goals outlined above.
An early group treatment by Fumiss et al (1988) described as “goal-oriented “aimed to 
help the girls communicate about the abuse, teach them about normal sexual 
development, rebuild their self esteem and countering powerlessness. They did not 
however give any measure of these dimensions before the group and a follow up study 
two years after the end of the group concluded that the girls had improved in ability to 
talk about the abuse and self -esteem.lt is therefore difficult to determine whether 
improvement was due to the therapeutic intervention or to the passage of time.
Verleur et al (1986) compared a therapeutic intervention combining group therapy and 
sex education with 15 girls who had experienced incest with a matched group who did 
not participate in the group therapy programme. They found a significant increase in 
self-esteem as measured by the Coopersmith Self-Esteem Inventory ( Coopersmith 
1981) in the experimental group as well as increased sexual knowledge using the 
Sexual Awareness Scale (Verleur 1986). However, the control group also showed a 
significant increase in self-esteem at re-test and did not show any significant change in 
sexual knowledge. Their claims for the benefits of group therapy were therefore 
overstated since either the results indicate a test sensitisation effect or the increase in
self-esteem stemmed from the control group’s participation in other aspects of the 
programme since both groups were part of a state resident facility.
These studies illustrate the difficulties of translating clinical understanding of the 
effects of abuse into controlled studies able to demonstrate statistical significance. 
Further difficulties arise when the subjects of the studies are part of a complex 
programme of therapy which includes family work, individual work as well as group 
therapy within the context of an integrated abuse specific centre or team approach 
since a number of possible variables could account for the significance of changes 
assessed by narrow measures.
Some studies attempted to measure a wider range of difficulties experienced by 
children or adolescents in order to assess the usefulness of group therapy.
Lindon and Nourse (1994) used a combination of interview, clinical judgement and a 
non standardised questionnaire to evaluate changes in self-esteem, ability to trust, 
anxiety, shame and guilt. They found positive changes but there were no comparison 
group and the number of girls was very small.
De Luca et al (1995) utilised standardised instruments in a comparison of pre­
treatment, post-treatment and follow-up measurements of self esteem and anxiety. 
They also had a comparison group with no known history of sexual abuse. Their 
findings suggested that group therapy may be effective in alleviating anxiety and 
depression symptoms.
Outcome research with sexually abused children
There are inherent difficulties in the application of the usual research design criteria for 
evaluating the efficacy of therapy with sexually abused children.
These difficulties can lead to an outright rejection of most of the published studies. 
O’Donohue and Elliott (1992) concluded in their review of treatment :’Tt should be 
apparent from this review that to date there has been no study demonstrating 
definitively the efficacy of any treatment method. [...]
It is suggested that future studies attempt to assess pre-abuse status. This would enable 
more unequivocal attributions regarding the effects of sexual abuse so that treatment 
could be accurately construed as treatment of the effects of sexual abuse. Once it is 
established that problems are abuse related, a comprehensive assessment should be 
conducted so that the universe of clinical problems can be identified. [...] It is also 
recommended that future studies use experimental designs.”
A later review by Finkelhor and Berliner (1995) found that only three out of twenty 
nine studies used an experimental design comparing treatment with no-treatment 
groups. Two of these studies were unpublished dissertations, they found significant 
effects of treatment. Five studies did a comparison of treatment modality but had 
inconclusive results mainly because of the small sample size.
Seventeen studies used a pre-post design which in terms of criteria for good research is 
no design at all.
Should we therefore follow O’Donohue and Elliott’s entreaties and use experimental 
designs?
Why could not we randomly assign a group of sexually abused children to a non­
treatment condition and compare them with a group receiving group therapy and 
another receiving individual therapy ?
The most immediate factor is the ethical consideration of leaving children in distress 
without offering therapy, but there are other difficulties. Sexual abuse is not a
syndrome and never will be, it is an experience that some children live through and the 
psychological impact of the experience will depend on numerous factors which include 
as well as details of the abuse experience itself, the kind of life the child had before the 
abuse, the parenting s/he received, the family environment, the resources s/he has to 
cope, the defences s/he has had to employ in order to cope.
What O’Donohue and Elliott (1992) termed pre-abuse status is by no means a single 
entity. In fact some studies (Stem at al 1995) separate out intra-familial abuse from 
extra-familial abuse with the assumption that such separation says something of the 
quality of the family environment but in fact there are many cases of extra-familial 
abuse with a strong element of parenting negligence . A measure of parental support 
would possibly be more clinically relevant to the assessment of pre-abuse status than 
whether the abuse took place within or outwith the family.
Findings suggest that persistent, long-standing adverse social circumstances may 
contribute importantly to persistently problematic behaviour and school performance 
among sexually abused children. (Paradise et al 1994). They also suggest that it is 
children’s pre-existing circumstances rather than the abuse per se that determine at 
least partly their functional outcomes.
A study by Weissmann Wind and Silvern (1994) compared a group of 17 adult 
survivors of sexual abuse within their family and assessed their levels of depression and 
self-esteem. They found that high levels of depression and low self-esteem among 
survivors compared to non-survivors statistically depended upon the survivor’s 
perception of low parental support and acceptance. They conclude that the treatment 
of sexually abused children should not focus only on the specific traumatic symptoms 
but that parenting and parental attitudes should also be addressed.
Stem et al (1995) compared eighty four abused children with non abused controls in 
terms of family characteristics . They found that maternal and family functioning were 
more significantly related to the children’s presenting behaviour problems than the 
abuse experience itself. They conclude that “each case of child sexual abuse needs a 
careful assessment looking particularly at external factors such as the severity of the 
abuse and family functioning as well as child factors such as self-esteem, depression 
and the child’s perception of the family.”
Deblinger (1994) gives support to the importance of intervention with the family or the 
parents as well as directly with children. Results from a comparison study reported in 
Finkelhor and Berliner (1995) indicated that child behaviour problems assessed on a 
questionnaire were greatly reduced after treatment if the child and the parents received 
treatment compared to an intervention in which the child only received treatment. 
Another dimension which is often left out in studies of therapeutic outcome is the age 
of the child when the abuse took place. It is not possible to arrive at an homogeneous 
population of sexually abused children.
In many way each child’s experience is so unique as to make the forced grouping of 
symptoms artificial. A fifteen year old child who was abused at age 5 will naturally 
have a completely different clinical presentation from another fifteen year old child 
abused at age 13 and yet they may participate in the same group therapy and be 
evaluated on the same basis.
Limitations of an experimental approach
Group comparisons provide little information on individual differences in response to 
treatment. An experimental approach fails to indicate which participants improve.
which deteriorate and which remain unchanged over the course of therapy. It therefore 
fails to tell us which factors help mediate improvement for whom.
Furthermore, whether or not a treatment effect exists in a statistical sense has little 
relation to the clinical significance of the effect. The efficacy of any psychotherapy 
relates to the benefits derived from it, the effect it has on children and their difficulties. 
Jacobson and Truax (1991) in arguing that “conventional statistical comparison 
between groups tell us very little about the efficacy of psychotherapy” provide a 
statistical approach which can be utilised to ascertain clinically significant change.
The notion of clinical significance relates to a return to normal functioning, to well­
being. Jacobson and Truax conceive of their clients entering therapy as belonging to a 
dysfunctional population but as no longer belonging in that population upon discharge. 
This conceptualisation would be particularly suitable in the field of child sexual abuse 
research with its proliferation or pre-post designs. Moreover it may also provide some 
useful information as to why some treatment approaches do not seem effective, given 
that a proportion of children entering therapy for sexual abuse are drawn from a 
population which could be viewed as dysfunctional aside from the abuse.
Conclusion
It is clear from this review that very few studies have been able to demonstrate the 
effectiveness of specific treatments for children who have been sexually abused and 
none have been able to differentiate adequately between treatments to see which may 
be more appropriate.
The range of disturbances linked to sexual abuse is very wide as described by Tufts 
(1984). Some are linked to behavioural difficulties or physical difficulties which can be
reported and measured readily whilst others are linked to internal factors such as self­
esteem, blame, guilt and cannot be measured so readily. Therapeutic interventions have 
often targeted one or the other, individual therapy of a cognitive behavioural nature 
have specifically addressed the behavioural and cognitive difficulties whilst group 
therapy has typically addressed problems of self-esteem, self-blame . However the 
published research studies do not necessarily reflect the clinical picture and this seems 
especially true in the field of sexual abuse where interventions are often multiple and 
are not as narrowly defined as the published research suggests. The demands of 
statistical significance and the measurements necessary to achieve this have narrowed 
the field to the point where it seems that hardly any study can make a contribution to 
our knowledge of therapeutic intervention. The calls for multiple randomised trials of 
various therapies to achieve scientific credibility are not only inappropriate but 
misguided. The number of variables in the treatment of sexual abuse is vast and their 
interaction complex; to simplify them in order to fit into an experimental design would 
add nothing to our knowledge of the subject and would strip it of any clinical 
significance. Clinical significance is what counts and what is needed in the treatment of 
child sexual abuse. We need to find out more about what particular approaches achieve 
positive changes for which particular children. We also need to know more about the 
interventions which are not successful with particular children and start thinking why. 
The studies which will have not reached statistical significance are often left 
unpublished so that we know little about them . In applying the test of clinical 
significance advocated by Jacobson and Truax (1991) we may find out that some 
changes which were not statistically significant were clinically significant and we may 
also learn more about why some interventions do not help some children.
Treatment intervention need to follow a very thorough assessment of the child and 
his/her family both before the abuse took place, during and after the abuse since a large 
proportion of children who have experienced sexual abuse live in families in which 
there is significant psychopathology . An assessment of difficulties following the abuse 
may attribute all the difficulties to the experience of abuse and therefore set unrealistic 
expectations on the abuse specific treatment which could not possibly help resolve all 
the difficulties. From clinical experience we know that a large number of abused 
children have mothers who were abused themselves in childhood and in these cases it is 
not helpful to treat the child in isolation but important to address the mother’s needs 
too. Generally families with children in treatment would also receive some form of 
professional support which will contribute to the effectiveness of the intervention. This 
can be difficult to quantify. In terms of the specific details of the abuse, there is 
already quite a lot in the literature about the psychological effects of different types of 
abuse although these should only be viewed as broad generalisation rather than as 
given facts. Other factors would be contributing to either ameliorating or aggravating 
psychological damage. Most of the studies look at the age of the child at the time of 
therapy, what is not so widely taken into consideration is the age of the child at the 
time the abuse took place. However, this is clinically very significant as it gives an 
indication of how the child might have integrated the abuse experience and how s/he 
may be able to hold it in mind and think about it or not. Our knowledge of 
developmental psychology must be applied to the considerations of the effect of abuse 
on children at different ages. Generally, there is a tendency for interventions with 
sexually abused children to have developed in a pragmatic way in response to the 
perceived effects of the abuse but there is a need to apply our knowledge of
developmental psychology to ensure that interventions become more theoretically 
driven and that considerations of attachment, developing sense of self be part and 
parcel of assessment and intervention.
A careful consideration of all the factors mentioned above does not easily lend itself to 
experimental research but rather than reducing factors to fit into a research model, it is 
time to adapt our research to take account of clinically significant factors and ways in 
which therapeutic interventions are helpful or unhelpful with sexually abused children.
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ABSTRACT
The present study investigates detailed interaction between 
depressed mothers and their infants. Three depressed mothers 
admitted to a specialist hospital unit were matched t o  th r e e  
non-depressed mothers at home. They were videotaped on six 
occassions whilst bottle feeding. The tapes were subsequently 
coded by the observer using time sampling on an interval of 
10 seconds for twenty-three distinct behaviours. A 
comparison between each mother and her control was made on 
five superordinate categories of behaviours, namely eye contact, 
affectionate behaviours,engaged behaviours, disengaged behaviours 
and caretaking behaviours. The depressed mothers were found 
to spend less time in eye contact with their infant, less time 
engaged with their infant and more time disengaged from the 
infant than non-depressed mothers. There were no significant 
differences in the time they spent in affectionate and caretaking 
behaviours. A sequential analysis of the behaviours revealed 
idiosyncratic patterns of interaction between each mother and 
infant pair and these are discussed fully.
Studies of early mother and baby interaction in the last 
decade have contributed greatly to our understanding of 
the intricate processes involved. As Schaffer (1975) points 
out, there have been major changes in approaches to the 
question of early interactive development. Among them, the 
use of micro-analytical techniques to examine relationships 
in dyadic terms and an interest in processes rather than 
products. Micro-analytical techniques refer to videotaped 
material which can give a very precise description of 
behaviours happening in seconds or fractions of seconds. The 
development of sophisticated equipment makes it possible to 
analyze these behaviours in minute details. These techniques 
have encouraged researchers not only to look at what behaviours 
do occur but also at how these behaviours occur, how they 
develop in the context of the interaction. Schaffer also 
emphasizes the "need to postulate some degree of social 
pre-adaptation". This is only made possible by our greater 
understanding of the abilities of the newborn infants.
To quote Brazelton (1979):
"the old model of thinking of the newborn infant as helpless 
and ready to be shaped by his environment prevented us 
from seeing his power as a communicant in the early mother- 
father- infant interaction".
Infants have been shown to be selectively responsive to 
human qualities from birth, in every sense modality. They 
seem to be attracted to faces or face-like stimuli and show 
preference for such stimuli rather than scrambled visual 
arrays (Fantz 1963, Goren et al 1975). Shortly after birth 
they show preference for their mother1s face (Field 1985).
As far as smell is concerned, McFarlane (1975) showed that 
neonates prefer the smell of their own mother1s breast pad 
to others. Friedlander (1970) reported that neonates prefer 
speech rather than non-human sounds of the same pitch and 
volume and the sound of the female rather than the male 
voice. De Casper and Fifer (1980) showed that by one to
two days old, neonates prefer their own mother's voice 
to other female voices. Aronson and Rosenbloom (1971) 
found that one month old infants made complex expressions 
of distress, including crying when loudspeakers were placed 
to create an artifical separation between the location of 
the mother's voice and her face seen through a window.
This reaction indicates the presence of expectations in 
the infant's mind that the voice should be coming from 
the same location as the face. Bower (1974) used such 
expectations to test the cognitive capacities of infants 
in relation to objects by creating the image of a 3D object 
that has no substance. The infant's startled expression 
and changes in heartbeat are used to assume the presence 
of expectations as to the solidity of objects.
As far as linguistic competence is concerned, Eimas (1985) 
demonstrated that infants less than two weeks old can 
distinguish between categories of syllables (e.g. between 
BA and PA). This led him to conclude that infants are 
pre-adapted to the characteristics of human language.
This predisposition to receptive language is matched by 
an early ability to mimic and imitate elements of speech. 
Maratos (1973) has shown that infants under one month may 
imitate pitch and duration of sounds, tongue prohesion 
and mouth opening. The micro-analysis of video recording 
demonstrates that almost all adult facial expressions 
can be found in newborns and infants. (Trevanthen,1979).
One conclusion to emerge from these studies is that infants 
demonstrate a wide range of abilities and preferences 
which they express by a number of acts under their voluntary 
controls : gazing, sucking, head turning, squirming etc...
Not only do they show capacity for discrimination but they 
also demonstrate the adaptive behaviour of positive discrimi­
nation toward the mother. This makes the infant an actively 
participating member of the interactive relationship with 
the mother.
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Researchers have concentrated on various elements of the 
interactive process and have provided detailed studies.
Kaye (1977) reported on the detailed analysis of videotapes 
of mothers feeding their infants over many weeks. He found 
that with newborn infants (a few days old) mothers tend to 
jiggle their infant or the bottle in the false belief that 
this will increase the infant1s sucking behaviour. In fact 
this has exactly the opposite effect of delaying the next 
burst of sucking. Kaye found that between two days and two 
weeks postpartum, mothers reduce the duration of the ‘jiggling1. 
He concluded that this change in behaviour was an early 
example of the way the mother adapts her behaviour to suit her 
infant's needs and learns from the infant. This process of 
integrating the infant's behaviour is described by Newson ( 1977 ) :  
"the mother's task is seen to be one of organizing discrete 
actions produced by her baby, so as to establish temporally 
linked patterns of reciprocation which continually recur in 
the baby's experience in the course of ordinary human care­
taking" .
Collis (1979) exemplifies the concept of "behavioural synchrony" 
with microanalysis of behaviours such as gazing, gaze and 
vocalization, gaze and gesture and posture. Synchrony 
is closely related to 'turntaking behaviour'. Schaffer et 
al (1977)  remarked on the 'smoothness' of vocal exchanges 
between mothers and their one year old infant: "this smoothness
is indicated above all by the ability of the two partners 
to take vocal turns and to avoid overlapping responses"• The 
development of synchrony between the two partners is later 
directed beyond the dyad to the environment. Collis and 
Schaffer (1975)  found that during the first year of life 
mothers tend to constantly monitor their infant's interest in 
the environment so that "mutual attention to a particular 
feature is largely a result of the mother synchronizing her 
looks with those of the infant".
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Pawlby (1977) turned her attention to the imitative sequences 
which occur during mother/infant interactions. She found 
that it occupied around 16% of interaction time and that 
infant-initiated, mother-imitated sequences were more common 
than mother-initiated infant-imitated sequences. As the 
infant grew older the latter form of sequences increased and 
the former remained constant. Stern (1977)stressed the 
importance of repetitiveness and rythmicity in maternal play. 
According to Newson (1979) such features create "well practised 
interaction rituals within a dialogue format which enable 
babies to gradually evolve a preverbâl code of communication".
The development of mother-infant interaction to communication 
has been described in a number of ways. Fogel (1977) talks 
of 'framing*. "The mother creates a 'frame', out of this 
'framing' the infant emerges with his own controls over what 
previously were inexorable cycles. The 'framing' provides a 
context to facilitate turn-taking which then provides the 
source of enjoyment necessary to sustain further 'framing for 
the same interaction and possibly other interactions as well .
It seems therefore that the finite elements of the interaction 
such as synchrony, turn-taking, imitation, rythmic ity and 
repetitiveness constitute a sort of 'scaffolding' upon which 
the infant can rely in order to attribute 'meaning* and 'intent' 
to the relationship and arrive at "communication". In Chappell 
and Sander's words: (1979) "the findings demonstrate the kind 
of synchrony which can develop in the mother-infant pair at 
the biosocial level of interaction during the first week of 
the infant's life, a level upon which the hierarchy of levels 
of interaction builds among them a level of interaction 
appropriately termed communication"• They do not assume 
intentionality in the baby's behaviour from birth, rather they 
hypothesize that the infant's expression of his biological 
state is given meaning by the mother who in turn by acting 
appropriately and contingently will favour the development of 
intentionality.
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Trevarthen (1979) argues against this view as ignoring the 
processes which go on in the infant *s mind and postulates 
the * rudiments of consciousness and intentionality* which 
he calls * subjectivity* and the ability to adapt to the 
subjectivity of others which he terms * intersubjectivity • 
Putting aside the theoretical argument of whether these 
structures are pre-existing or develop through early inter­
action the fact remains that very early on in the infant's 
life the basis exists for active interaction with his/her 
mother. The early mother-infant interaction shows striking 
parallels with later verbal communication. The interaction 
^/hich takes place between mother and infant is at first 
intensely close but it gradually opens up to include the 
child's environment. "The development of the capacity for 
participation in complex sequenced behaviour must lay the 
ground work for participation in games and for the development 
of playful patterns of imitations and so the study of such 
performances can shed light on a variety of types of learning, 
including language acquisition". Bateson (1979)
The importance of early patterns of interaction has been 
emphasized for the emotional development of the infant by 
Bowlby (1981). Bowlby developed the concept of 'attachment* 
behaviours which are believed to have the biological function 
of protecting the individual from physical and psychological 
harm. The development of secure attachment is according to 
Bowlby heavily dependent upon maternal sensitivity to the 
infant's signals during feeding, face to face play, physical 
contact and distress episodes. To summarize, researchers 
emphasize the importance of early patterns of interaction and 
postulate that they constitute the basis for cognitive 
development, including language development as well as social 
and emotional development. Is there any empirical evidence 
of the continuity of interaction over the months and years? 
Dunn (1977) set out to test such a hypothesis and found that 
individual differences in style of interaction in the first
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ten days were significantly related to differences in 
interaction at fourteen months, however she did not find 
such correlations with age 2 months and 7 months. She 
attributed this to possible problems with the measures taken 
at two and seven months. Her conclusions were that 
"mothers who were active in responding to babies' utterances 
at 14 months had babies who made many vocal requests for 
objects and help and it was this interactive style that was 
related to the early measures of mother and baby behaviour". 
However given the lack of correlation with measures at age 
2 and 7 months, caution must be taken in interpreting these 
results.
Beck with et al (1976) examined the relationship between 
early interaction and cognitive development of preterm infants. 
They found that the infants who scored highest on sensorimotor 
scales at age 9 months had experienced:
- more mutual caregiver - infant gazing at one month
- more interchange of smiling during gazing at three months
- more contingent responses to distress
- more general attentiveness
- more response to non-distress vocalizations at 8 months.
Beckwith and Cohen (1980) looked at these same infants at age 
2 and found that "the social experience with the caregiver in 
the first months of life was a significant predictor of a 
preterm infant's mental test performance at age 2". If early 
interactions forms the basis for later development what are 
the consequences of maternal affective disorders such as 
depression for the infant? The prediction would be that 
mothers suffering from depression are not 'available' to their 
infant in the same way as non-depressed mothers are. Preoccupied 
by their own condition, they might not be receptive to the 
infant's subtle communications and might be unable to respond 
appropriately.
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In order to study the possible effect of depression in a 
controlled environment, some researchers have used 'simulated 
depression1 and carried out detailed analysis of the videotapes. 
Cohn and Tronick (1983) examined the reactions of three month 
old infants to simulated depression. They had two groups 
of mothers and infants, one would carry out normal interaction 
for three minutes, then the mothers would 1 simulate depression* 
by keeping a still face, looking sad and not responding to 
their infant, the other group would carry on with normal inter­
action for another three minutes. The researchers found that 
the infants in the experimental condition showed a higher 
proportion of 'protests*, 'wary* and 'look away* behaviours 
than the control group. The difference in negativity between 
the two groups continued briefly after the mothers had switched 
back to normal interaction which indicates that the effects 
of the disturbances lasted longer than the three minutes of 
the experiments.
Murray (in press) studied similar reactions, this time contrasting 
a 'normal* interruption of mother-infant interaction by an 
adult engaging in casual conversation to an unnatural interruption 
where the mother suddenly becomes still and expressionless for 
45 seconds whilst continuing to look at her baby. She found 
that the infant's reactions to the 'Blank face' condition 
were very disturbed and signs of protest were evident (frowning, 
grimaces, displacement-type activities). She also reported 
that "this phase of protest was often followed by one of 
withdrawal, gaze being averted from the mother's face; at 
such times the head might droop or regard would be directed 
at the infant's other hand". It seems therefore that it is 
not the interruption of interaction per se but rather the 
unexpected lack of communication from the mother which provoked 
disturbed reactions from the infant. In another study of 
perturbation by Murray (1980) she used a Double Close Circuit 
Television Technique through which full-face life style video 
images are relayed back. The images can be relayed 'live* and
the mother and infant can have perfect eye-to-eye contact and 
are able to interact. However the mother1s image was replayed 
to the infant after a 30 second interval and the interaction 
disturbed. The infant reacted to the 1 replay1 sequences more 
or less the same way as he/she did in the Blank face condition. 
"The gaze was averted from mother1s face and became organized 
predominantly in short, darting glances". There was also a 
marked increase in distress behaviours (frowning, grimaces etc..) 
Murray concluded that
"Not only are infants able to discriminate subtle variations in 
maternal behaviour, but their distress when the mother behaves 
inappropriately, and their apparent protests or efforts to 
solicit communication are also evidence for a strong motivation 
for the particular forms of interpersonal engagement that 
mothers spontaneously provide in normal face to face encounters".
Tronick (1986) also studied reactions to 'still faced mothers' 
in laboratory conditions. He was particularly interested in 
coping behaviours and found a wider range of reactions than was 
reported in Cohn and Tronick (1983) and Murray (in press).
He found that some infants did show negative behaviours such as 
frowning, darting glances etc. but others displayed positive 
behaviours with smiling and vocalizing whilst others tried a 
mixture of both. Others looked to objects and not toward the 
mother and others displayed fingering and irregular breathing 
and stared into space.
In a study by Gianino Plimpton and Tronick (1986) they found 
strong and consistent evidence for stability in the infant's 
individual coping styles. Tronick suggests that infants are 
often exposed to 'mismatches' in normal interaction with their 
mothers, mistakes may be made in the way the mother interprets 
her infant's behaviour and she might react inappropriately, 
however infants have a wide range of coping behaviours which
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they use to try and repair the 'mismatch1. Some of these 
behaviours which have proved successful in the past are 
adopted by the infant and become part of a repertoire which 
has stabilized by about 6 months of age. Tronick goes on to 
suggest that when infants experience atypical interaction 
and cannot resolve the mismatches they decrease the deployment 
of coping strategies : "Psychopathology may be an outcome of
repeated unsuccessful efforts to repair mismatches"• This 
would lead to the same model of helplessness suggested by 
Cohn and Tronick (1983). They hypothesized that the infant 
would keep trying various strategies to engage his/her mother, 
such as glancing back repeatedly, fussing, crying and if such 
behaviours met with no success, they would eventually over the 
months feel helpless and become passive and withdrawn. The 
brief delay in resuming normal interaction in the situations 
of simulated depression is seen as a sample of what a baby 
would be like, should the depression lead to a constant 
'blank face' from the mother.
Field (1984) arrived at similar conclusions in a study she 
conducted using the same 'Blank face' method described previously, 
this time with clinically depressed mothers. She had two 
groups of mothers, one clinically depressed the others non- 
depressed. Both groups were videotaped during a period of 
normal interaction and during a period of 'Blank face' inter­
action. She found that the infants of non-depressed mothers 
showed more frequent vocalization and more protesting, wary 
behaviours during the 'blank face' condition than did infants 
of depressed mothers. In fact she reported little change 
in reaction between the 'normal interaction' and 'blank face 
interaction' in infants of depressed mothers, they also had a 
lower heart rate. These results tie in with Tronick*s findings: 
"infants whose mothers were more responsive to their signals 
during the normal interaction were more likely to signal their 
mothers during the still-face, less likely to evidence distress 
and less likely to engage in "scanning", a sign of disorgani­
zation" .
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A number of studies have looked at the effects of maternal 
depression on early mother-infant interaction in natural 
settings as opposed to laboratory settings. Field (1985) 
reported that depressed mothers and their infants showed 
less optimal interaction behaviours than non-depressed mothers. 
Livingood et al (1983) observed twenty-five depressed mothers 
and twenty-five controls in order to analyze the level and 
quality of the stimulation they provided their newborn infants. 
He found little differences between the two groups as regard 
the level of stimulation but found that depressed mothers 
provided less unconditioned positive regard and less continuity 
in rocking their infants. Significant differences were found 
only when comparing the extremes of the two groups, with more 
depressed mothers gazing less at their infant's faces.
Fleming et al (1988) found that both 1 month and 3 months 
postpartum, depressed mothers exhibited fewer affectionate 
contact behaviours toward their infants and were less likely 
to respond to their infant's vocalizations by vocalizing them­
selves. The evidence of the effect of depression on mother- 
infant interaction is very tentative outside the laboratory 
setting. It is even more equivocal when researchers try to 
establish what the longer term consequences might be. Fleming 
et al (1988) reported that the differences found in maternal 
behaviour between depressed and non-depressed mothers at 1 
and 3 months postpartum were no longer apparent at 16 months 
postpartum. Weissman et al (1972) found that depressed mothers 
were less involved with their children and showed problems 
communicating: they describe the mother's responses to their 
children as including overprotection, distance regection, 
irritability and claimed that evidence of impaired parenting 
persisted after the episode of acute depression.
Because of the many difficulties in observing the possible 
effects of maternal depression on the mother-child interaction^ 
other measures have been used to examine the possible effects 
of depression. Behaviour problems in the older child have been
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used as one such measure. Ghodsian et al (1984) carried 
out a longitudinal study of maternal depression and found 
a significant relationship between the amount of problems 
reported in the child's behaviour at 27 and 42 months. They 
did not find such relationship at 14 months but attributed 
this to the difficulty in assessing the behaviours of such 
young children. They did not find any indication to suggest 
that behaviour problems might have preceded maternal depression. 
Another measure used to establish the strength of the mother- 
child relationship is attachment behaviours. Radke-Yarrow 
et al (1985) examined the patterns of attachment in 2 to 3 
year old children of depressed mothers and compared them with 
patterns of attachment in children of non-depressed mothers.
They found that "Insecure attachments were more common among 
children of mothers with a major depression than among children 
of. mothers with minor depression or among children of normal 
mothers".
Researchers also examined the mother-infant relationship in 
families where mothers were depressed and compared those with 
mothers with psychotic disorders and normal mothers. Sameroff 
et al (1983) concluded that "depression in mothers was more 
often related to a poor parent-infant relationship than the 
other categories of disorders studied". They reported that 
infents of depressed mothers as young as 4 months were the 
least responsive to people. As the infant grows older, the 
problems are to still be found in the relationship with others: 
Seifer et al (1981) reported that children of depressives were 
rated as less cooperative in the family and with others. The 
authors suggested that "depression in mothers might be more 
detrimental to the behaviour of their children than disturbances 
in other psychiatric groups". In a comparison between 
school aged children of schizophrenic, depressed and well 
mothers Cohler et al (1978) found that depressed mothers 
reported their children to be more uncooperative at home, more 
generally symptomatic and less involved in the family. Boys
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wwith depressed mothers were reported to be more impaired in 
school and at home than other children.
Rolf and Garmezy (1974) reported more withdrawn, shy and 
socially isolated behaviour in the school age children of 
depressed mothers than the control children. Gomer et al (1977) 
suggested that depression may also have serious consequences 
for the cognitive development of children. He tested children 
of schizophrenic and children of depressed mothers and found 
no difference in the groups as a function of diagnosis, however 
he found the children to have lower IQs, more attention 
dysfunction and more asocial behaviour than children of well 
mothers.
So far, studies have attempted to show a relationship between 
maternal depression and affective, emotional development as 
well as social development. In a review of 13 'high risk 
depression studies', Orvaschel (1983) reports that "studies of 
depressed adults generally agree that these patients are less 
likely to manifest effective parenting behaviours. Their 
relationships with their children are impaired by the secondary 
symptomatology of their affective disturbance". Weiner et al 
(1977) reported that children of depressed mothers have 
considerably more depressive symptoms than the control group.
They raise the possibility of intergenerational transmission 
of depression. McClean (1974) suggested similarly that children 
with a depressed parent learn helplessness (just as Tronick 
hypothesized with young infants ) and social withdrawal and are 
more likely to develop into depression prone adults.
However, depression is not a single easily defined entity and 
one must take extreme caution in drawing general conclusions 
from studies which might have used different measures of 
depression. Some studies have looked at depression as a 
psychotic illness whilst others have used much looser definitions
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Mills et al (1985) found distinct subgroups within their: own 
group of depressed mothers, they found that the patterns of 
children's behaviours differed according to what the mothers' 
depression was like. One subgroup of mothers had a history 
of previous depression and/or personality disorder and showed 
little expressed emotion, these mothers tended to have children 
with behaviour problems. The other group of depressed mothers 
seemed to owe their depression to a recent stressful life event, 
they were highly sensitive to their children who did not display 
any obvious behaviour problems.
Da Silva and Johnstone (1981) studied the outcome of postpartum 
'illness' and found it to be related to personal and historical 
features. The only factor which significantly related to poon 
outcome was an initial diagnosis of schizophrenia. The presence 
or absence of social support is another important factor related 
to depression. Williams and Carmichael (1985) found that 
behavioural problems in infants and preschool children were more 
common in families with depressed mothers and that a strong 
supporting social network especially by the father was signifi­
cant in preventing depression. Similarly Radke-Yarrow et al 
(1985) found that "if mothers with major affective disorders 
were without a husband in the household, risk of an insecure 
mother-child attachment was significantly increased". Hopkins 
et al (1987) stressed the importance of infant related stressors, 
they found that measures such as 'neonatal risk status' 'infant 
temperament' discriminated between the depressed and non-depressed 
groups of mothers. Life event stress and social support were 
not related to postpartum depression in their example. However 
they had a sample of married, middle class, primiparous women 
for whom presumably social support and life event stress were 
not so much of an issue.
When presented with the evidence of the effects of depression 
upon the development of infants and children,it is of crucial 
importance to look at the environment as a whole. A substantial 
amount of mothers suffering from depression might well be
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experiencing chronic difficulties (marital, financial, housing), 
even if the depression episode subsides these difficulties 
might continue and contribute to the findings of behavioural 
difficulties in their children.
However, keeping the above limitations in mind, there is still 
evidence to suggest that maternal depression influences early 
mother-infant interaction and might lead to longer lasting 
difficulties. Wrate et al (1985) surprisingly found no relation­
ship between a prolonged postnatal depression and behavioural 
disturbances in the child but found that children showed disturbed 
behaviours when their mothers had brief episodes of postnatal 
depression. Although this finding is at first sight paradoxical, 
it could be paralleled with descriptions of attachment behaviours 
in children who show disturbed reactions after a brief separation 
but appear to have no reaction if the separation has been 
prolonged. It could be hypothesized, along Tronick*s and 
McClean*s arguments that children who have been exposed to pro­
longed depression show signs of apathy and helplessness rather 
than behavioural disturbances. More detailed studies of 
interactions between depressed mothers and their infants are 
needed along with more extensive longitudinal data to illustrate 
the development of early communication and to clarify the question 
of how early patterns of interaction might influence future 
development.
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METHODS
The mother/baby unit
The mother and baby unit at Springfield Hospital exists in its 
present form of a consultant based unit since 1 98 1. It is an 
eight bedded unit designed to admit mothers and their babies.
Tbe baby unit is about 30 yards away from the ward where the 
mothers are resident. Specialist staff supervise the care of 
the babies. The mothers are usually admitted within three months 
of the baby1s birth with a diagnosis of puerperal depression. 
Puerperal depression is to be distinguished from the 'maternity 
blues' which is a transient mood disturbance characterized by 
tearfulness, feelings of dysphoria and emotional lability which 
usually only lasts for a few days post-partum. Puerperal 
depression may start with similar symptoms but is longer lasting 
and similar in every point to clinical depression. They are 
admitted from the South West Thames region although some might 
come from further afield depending on personal circumstances.
The mothers are encouraged to take full care of their babies and 
are called from the ward at feed times.
Subjects
Bottle feeding mothers who had been admitted to the unit were 
asked to participate in the project. Breast feeding mothers were 
excluded because it proved very difficult to record the baby's 
behaviours in the breast feeding position. The diagnosis of 
depression was given by the consultant psychiatrist following 
DSM I I I  guidelines.
Three mothers on the unit agreed to participate (one declined). 
They were matched to mothers who were not depressed at home. The 
Health Visitor covering the unit found the matching mothers.
The criteria for matching were :
- mother's age
- baby's age
- parity
- 1 5 -
- years of education
- ethnic origin
- bottle feeding
Subjects signed a form of consent in front of a witness explaining 
the procedure to them (see consent form in Appendix 1). All 
subjects were given a Beck Inventory of Depression (BDI) question­
naire on the first instance of filming to check that the subjects 
were depressed and the controls were not.
Subject 1: Mary _ Control: Jane
date of birth: 12.5.51 date of birth: 6.3.48
baby's date of birth: 3.11.87 baby's date of birth: 22.10.87
BDI score: 19 BDI score: 4
children aged: 14,10,8 children aged: 18,13,6
Mary is a 37 year old woman who was admitted to the unit on the 
29th December 1987, seven weeks after the birth of her fourth 
child. She was given a diagnosis of puerperal depression. She 
had previously been admitted after the birth of her last two 
children. She had left school at 16 and did several jobs in 
supermarkets before becoming a housewife after the birth of her 
first child 14 years ago. Her husband is employed and their 
housing and financial situation is secure.
She has a baby boy who was born at term following a normal delivery 
No special difficulties during pregnancy or labour were recorded.
Jane is a 40 year old woman, mother of four who left school at 
16 and was a shop assistant until the birth of her first child 
18 years ago. She has been a housewife since although she also 
occasionally does some childminding. Her husband is employed 
and their housing and financial situation is secure.
She has a baby girl who was born at term following a normal 
delivery. The labour was described as normal and no special 
difficulties were experienced during pregnancy.
Control: Kate
date of birth: 10.6.61 
baby's date of birth: 25.12.87 
BDI score: 2 
other children: none
Christine is a 24 year old woman who was admitted to the unit on 
the 4th January 1988, two weeks after the birth of her first child. 
She was given a diagnosis of depression after having displayed 
manic behaviours at home. She had no previous history of admissior 
for psychiatric problems. She is a graduate who was training to 
be a psychiatric nurse before the birth of her child. Her partner 
is employed and their housing and financial situation is secure.
She has a baby boy who was born at term following a normal pregnane 
labour and delivery.
3
Kate is a 27 year old woman who had her first child. She is a
graduate and worked as a secretary before the birth of her child.
Her husband is employed and their housing and financial situation 
is secure.
Siehas a baby girl who was born on 25.12.87 after a long and 
difficult labour with breech delivery.
Control: Kim
date of birth: 17.3.64 
baby's date of birth: 7.4.88 
BDI score : 5 
other children aged : 2
Melanie is a 26 year old woman who was admitted on the 5th May 1988 
ven weeks after the birth of her second child. She was given a 
agnosis of depression at the time of admission but has since been 
9 ven the diagnosis of Schizophrenia. She has no previous history 
depression but her own mother was schizophrenic and she was 
given erratic inconsistent care and eventually fostered. _Her first
Subject 3: Melanie
date of birth: 12.2.62 
baby's date of birth: 22.3.88 
BDI score: 16 
other children aged: 7
Subject 2: Christine
date of birth: 30.5.64
baby's date of birth: 20.12.87
BDI score: 18
other children : none
child was taken into care after evidence of neglect. She left 
school at the age of 16 and has never been steadily employed.
She is of mixed parentage but considers herself black. She is a 
single mother and has little outside support.
She has a baby girl who was born on the 22.3.88 after a normal 
delivery. The pregnancy and labour were described as normal.
Kim is a 24 year old woman of West Indian origin, born in Britain. 
She was brought up by a single mother and is herself a single 
mother of two. She left school at the age of 16 and has never 
had a permanent job. She has little outside support apart from 
her own mother.
Her baby is a girl born on the 7.4.88 following a normal pregnancy 
labour and delivery.
Apparatus
A Panasonic video camera was used on a tripod. The videotapes were 
coded using a sony videorecorder with remote control facilities.
A 'behavioural timer', a pocket size electronic device with an 
earpiece attachment was used for accuracy of timing whilst coding. 
It was pre-set for 10 seconds.
Procedure
The mothers and their babies were filmed on six separate occasions 
at feeding time over a period of two to five weeks. On the first 
occasion, the procedure was carefully explained, the consent form 
signed and any questions answered. The equipment was set up in 
the lounge of the baby unit where the mothers normally feed their 
infants and at home for the control subjects again in whichever 
room the mother normally feeds. The video camera was set up well
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before feeding was due so as to give subjects a chance to become 
accustomed to it. The camera was switched on just before feeding 
was due to begin and the observer would then go and sit down in 
the lounge. Once feeding was over, the camera would be switched 
off and the equipment packed away. An appointment would then 
be made for the next suitable time. Mothers were given a verbal 
guarantee that the material on video would in no way be seen by 
anyone but the observer and superviser and that written permission 
would be sought for it to be used in any other way.
Coding
Coding was counted out using the videorecorder to play each tape 
back. Coding would start the instant the bottle was put into the 
infant's mouth for the first time and would end when it had been 
taken out of the infant's mouth for the last time. At the start 
of coding, the tape would be put on 'pause* and at the sound of 
the bleep started again for the first 10 seconds of interval 
recording. The rest of the tape would then be run, pausing every 
10 seconds for recording. (one-zero time sampling). Twenty-three 
behaviours were recorded for every 10 seconds. The behaviour was 
only recorded if it had occurred just on the 10 seconds pause, it 
would not be recorded if it had happened sometime during the 10 
seconds. The interval of 10 seconds was chosen after other 
intervals were tried and found to be either too sensitive or not 
sensitive enough for the behaviours involved.
The behavioural categories were selected from previous research 
on mother-infant interaction, specifically from categories used 
in Kaye (1977) and Field (1984) and adapted to provide a compre­
hensive selection of behaviours relevant within-the theoretical 
framework of this project.
Behaviour 1 Mother looks at infant
Recorded when the mother's eyes were directly lookin< 
at the infant's face.
Behaviour
Behaviour
Behaviour 4
Behaviour 5
Behaviour 6
Behaviour 7
Behaviour 8
Behaviour 9
Mother, looks at observer
Recorded when the mother's eyes were directly lookin( 
at the observer's face.
Mother looks away
Recorded when mother was neither looking at her 
infant nor at the observer.
Mother talks to observer
Recorded when mother was talking at the time of the 
pause on the video.
Mother silent
Recorded when mother was not talking at the time of 
the pause.
Mother smiles at infant
Recorded when mother looks directly at the infant 
and smiles.
Mother kisses or hugs infant
Recorded when mother kisses or actively hugs her 
infant.
Mother strokes/touches infant
Recorded when mother actively touches or strokes hei 
infant. Instances of stroking or touching which might 
occur incidentally during a shift of position for 
example were not recorded.
Mother burps the infant
Recorded when the mother pats the infant's back or 
rubs the infant's back in order to wind him/her.
Behaviour 10 Mother caretakes
Recorded when mother is engaged in an activity 
directly related to feeding, ie. burping the baby, 
checking the bottle etc..
Behaviour 11 Infant's eyes open
Recorded when the infant's eyes are open.
Behaviour 12 Infant's eyes shut
Recorded when the infant's eyes are shut.
Behaviour 13 Infant looks around
Recorded when the infant looks around and distinct 
from behaviour 11 in that the infant is actively 
looking around and the eye movements are accompanied 
by head movements.
Behaviour 14 Infant on the bottle
Recorded when the teat of the bottle is in the 
infant's mouth.
Behaviour 15 Infant off the bottle
Recorded when the teat of the bottle is out of the 
infant's mouth.
Behaviour 16 Infant smiles
Recorded when the infant smiles at the mother whilst 
looking directly at her.
Behaviour 17 Infant cries
Recorded when the infant cries or grunts with 
discomfort, hunger, frustration etc..
Behaviour 18 Infant vocalizes
Recorded when the infant vocalizes or babbles, does 
not include cries of discomfort etc/.“in“category 11
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Behaviour 19 Infant touches the bottle
Recorded when the infant actively touches or 
holds the bottle. Not recorded if the infant is 
in contact with the bottle by chance.
Behaviour 20 Infant touches mother
Recorded when the infant actively touches mother, 
does not include accidental touching which might 
occur during position shift for example.
Behaviour 21 Mother talks to infant
Recorded when mother talks or whispers or sings 
to her infant.
Behaviour 22 Infant other
Recorded when the infant is engaged in other 
behaviours not included before, mainly fingering 
clothes, bib or squirming.
Behaviour 23 Position shift
Records any major position shift initiated by 
mother such as the shift from lying to sitting when 
the mother burps the infant.
(see coding sheet Appendix 2)
Data analysis
The analysis of mother-interaction was done using a binomial 
sequential analysis. (The behaviour sequence analysis package 
(BESAP 1) (Hammond S. 1987) Department of Psychology - University 
of Surrey). As Browne states (1986) "sequential analysis is a 
powerful method for analysing the behavioural flow". The raw 
data has to be tabulated into a 1 transition matrix1 which counts 
out the number of times each behaviour follows every other 
behaviour. The final sequential analysis is based on the probab­
ilities of a behaviour following another given the overall 
sequence of behaviours. Associations between behaviours which 
are more common than would be expected by chance can then be 
extracted using a binomial analysis of the transition matrix.
Thus :
Parent behaviour 1 to 11 
Infant behaviour 12 to 23
P4i ->P2--- >P3 — >P4 >etc
s i  s
IÎ2 «13--
Follows
Behaviour total
12
13
14
15
Fig. 1 Transition matrix cross tabulating sequential behaviours 
items 1 to 4 and 12 to 15
Z = normal deviate
X = observed frequency with which behaviours B follows A
A = number of occurences of A
B = number of occurences of B
T = total number of transitions between behaviour patterns
( X + 0.5 ) - AB
T-A
Z =
AB AB
1-
T(T-A)T-A
Binomial test (Browne 198 6)
The sequential analysis is calculated against the null hypothesis 
that the expected value for each transition in the data is 
based on the chance association of the two behaviour patterns 
calculated from their own frequency of occurrence, weighted 
to take account of the possibility of a behaviour pattern 
following itself. Therefore a significant positive Z ratio 
on the matrix would indicate that behaviour X follows behaviour 
Y significantly more often than would be expected by chance 
given their overall occurrence. Conversely, a significant . 
negative Z ratio on the matrix would indicate that behaviour X 
follows behaviour Y significantly less often than would be 
expected by chance.
Reliability
Interobserver reliabilities were assessed by coding of random 
samples of the videotapes by an observer blind to the mother's 
condition. Based on Cohen's :Kappa (Maxwell 1977), a chance 
corrected statistic, the reliabilities ranged between .74 and 
.98 (M = .963)
Details of the Kappa coefficients are in Appendix-2 (b)
RESULTS
For each pair I will present a comparison of the frequency of 
occurrence of behaviours and details of the sequential analysis.
I will look at the frequency of occurrence for all the behaviours 
between a mother and her control by giving the percentage of 
observation periods (10 seconds) where the behaviours were seen 
to occur. This will take the form of two tables with the 
percentage of each behaviour for each feed and an average across 
the six feeds. A more detailed examination of those percentages 
will follow with superordinate groupings of behaviours to fit 
the theoretical framework:
1. eye contact
behaviour 1: mother looks at infant
2. affectionate behaviours
behaviour 6: mother smiles at infant
behaviour 7: mother kisses/hugs infant
behaviour 8: mother strokes/touches infant
3. engaged behaviours
A grouping was made of mother's engaged behaviours :
behaviour 1: mother looks at infant
behaviour 6: mother smiles at infant
behaviour 7: mother kisses/hugs infant
behaviour 8: mother strokes/touches infant
behaviour 21: mother talks to infant
Another grouping was made of the infant's engaged behaviour, 
behaviour 11: eyes open 
. behaviour 13: looks around 
behaviour 16: smiles
behaviour 18: vocalizes
behaviour 19 : touches the bottle 
behaviour 20: touches mother
4. disengaged behaviours
One grouping was made of observer related behaviours. 
behaviour 2 : mother looks at observer
behaviour 4 : mother talks to observer
A single behaviour was used for comparison as a measure of 
disengaged behaviour on the mother's part. 
behaviour 3 : mother looks away
The following behaviours were used as a measure of the infant's
disengaged behaviour.
behaviour 12: infant's eyes shut
behaviour 17: infant cries
behaviour 22: infant other (fingering bib, squirming etc..)
5. caretaking behaviours 
behaviour 9 : mother burps infant
behaviour 10: mother caretakes
Following this, I will present the major results from the 
sequential analysis. This format will be repeated for the three 
pairs.
Following previous research on the interaction between depressed 
mothers and their babies, the predictions would be that :
1. A depressed mother would give less eye contact to her infant 
than a non-depressed one.
- 2 7 -
2. A depressed mother would display less affectionate behaviours.
3. A depressed mother would spend less time in 1 engaged behaviours'
than a non depressed mother.
4. A depressed mother would spend more time in "disengaged 
behaviours1.
5. A depressed mother would spend less time caretaking.
As far as the sequential analysis is concerned the predictions
would be that :
1. A depressed mother might react inappropriately to her infant.
2. A depressed mother would be less likely to respond to her
infant's vocalization by vocalizing.
3. The infant would try to engage mother's attention by showing 
signs of protest.
4. The infant might be more passive and withdrawn.
— 28 —
P a i r  1 :  M ary an d  J a n e
)
)
_  O Q _
MARY : PERCENTAGES
feed l feed2 feed3 feed4 feed5 feed6 t o t a l
beh. 1 76.9 35.4 50.8 31.3 45.5 43.3 47.2
beh.2 20.5 53.2 37.7 8.3 19.8 31.7 - 28.5
beh. 3 2.6 11.4 9 .8 60.4 34.7 25.o . 24.0
beh. 4 21.8 41.8 45.9 10.4 30.7 36.7 31.2
beh. 5 52.6 54.4 42.6 81.3 53.4 55.0 56.5
beh. 6 20.5 1.3 14.8 0.0 5.0 10.0 8.6
beh. 7 2.6 0.0 1.6 0.0 0.0 0.0 0.7
beh. 8 19.2 3.8 11.5 2.1 4.0 10.0 8.4
beh. 9 0.0 0.0 1.6 0.0 0.0 0.0 0.3
beh.10 1.3 3.8 8.2 2.1 4.0 10.0 8.4
beh.11 0.0 98.7 96.7 100.0 97.0 93.3 81.0
beh.12 0.0 0.0 0.0 0.0 0.0 1.7 0.3
beh.13 0.0 1.3 1.6 0.0 3.0 1.7 0.3
beh.14 84.6 91.1 86.9 93.8 84.2 90.0 88.4
beh15. 15.4 8.9 11.5 6.3 15.8 10.0 11.3
beh.16 0.0 0.0 0.0 0.0 0.0 0.0 0.0
beh.17 0.0 1.3 4.9 0.0 0.0 .1.7 . 1.3
beh.18 14.1 0.0 0.0 o.o • 5.0 0.0 3.2
beh.19 98.7 • 59.5 11.5 8.3 48.5 15.0 40.2
beh.20 98.7 62.0 19.7 22.9 19.8 25.0 41.3
beh.21 25.6 3.8 9.8 6.3 8.9 6.7 10.2
beh.22 0.0 1.3 4.9 20.8 13.8 8.3 8 .2
beh.23 0.0 1.3 1.6 0.0 0.0 3.3 1.0
TABLE 1: 1
_?n_
JANE:PERCENTAGES
feedl feed2 feed3 feed4 feed5 feed6 to ta l
beh. 1. 100.0 53.7 87.5 79.3 58.9 62.1 73.6
beh.2 0.0 23.4 7.1 20.7 25.5 22.4 16.5
beh. 3 0.0 17.9 5.4 0.0 16.1 15.5 9.1
beh. 4 21.8 41.8 45.9 10.4 30.7 36.7 31.2
beh. 5 75.9 64.2 83.9 69.0 71-4 70.7 72.5
beh. 6 3.4 0.0 0.0 0.0 1.8 1.7 1.1
beh. 7 0.0 3.0 0.0 0.0 1.8 1.7 1.0
beh. 8 0.0 0.0 0.0 0.0 0.0 0.0 0.0
beh. 9 6.9 25.4 0.0 13.8 3.6 3.4 8.8
beh .10 8.6 4.5 0.0 1.7 5.4 6.9 4.5
beh .11 87.9 70.1 98.2 84.5 - 87.5 87.9 85.2
beh .12 0.0 0.0 0.0 0.0 1.8 0.0 0.3
beh .13 12.1 29.9 1.8 15.5 10.7 10.3 13.4
beh .14 84.5 68.7 98.2 84.5 87.5 87.9 85.2
beh .15 15.5 31.3 1.8 15.5 12.5 12.1 14.8
beh .16 0.0 0.0 0.0 0.0 0.0 0.0 0.0
beh .17 0.0 0.0 1.8 0.0 1.8 • 0.0 0.6
beh .18 8.6 0.0 0.0 6.9 '~CT.O 1.7 2.9
beh .19 . 82.8 49.3 92.9 74.1 76.8 79.3 75.9
beh.20 69.0 32.8 16.1 19.0 33.9 41.4 35.4
beh.21 22.4 4.5 0.0 10.3 3.6 6.9 8.0
beh.22 1.7 0.0 57.1 0.0 7.1 0.0 8.8
beh . 23 • 6.9 1.5 1.8 3.4 5.4 3.4 3.7
TABLE 1:2
' * - 3 1 -
T a b le  1 :3
P a i r  1 :  M ary an d  J a n e
1. Eye contact Mary Jane
behaviour 1: mother looks at infant 47.2% 7 3.6%
2. Affectionate behaviours Mary Jane
behaviour 6: mother smiles at infant 8.6 1.1
behaviour 7: mother kisses/hugs infant 0.7 1.0
behaviour 8: mother strokes/touches
infant 8.4  0_
17.7 2.1
T 3 5.9% 0.7%
3. Engaged behaviours Mary Jane
behaviour 1: mother looks at infant 47.2 7 3.0
behaviour 6: mother smiles at infant 8.6 1.1
behaviour 7: mother kisses/hugs infant 0.7 1.0
behaviour 8: mother strokes/touches
infant 8.4 0.0
behaviour 21: mother talks to infant 10.2 8.2
. 75.1 83.9
—  5 15% 4-5 16.8%
Infant (M) Infant(J)
behaviour 11: infant's eyes open 81.0 86.3
behaviour 13: infant looks around 0.3 13.4
behaviour 16: infant smiles 0.0 0.0
behaviour 18: infant vocalizes 3.2 2.9
behaviour 19: infant touches the bottle 40.2 75.9
behaviour 20: infant touches mother 41.3 35.4
166.0 213.9
4-6 27.6% 35.6%
4. Disengaged behaviours Mary Jane
behaviour 2: mother looks at observer 28.5 16.5
behaviour 4 : mother talks to observer 31.2 . 18.4
59.7 34.9
4-2 30% 17.5%
behaviour 12: infant's eyes shut 0.3 0.3
behaviour 17: infant cries 0.3 0.6
behaviour 22: infant other (fingering
bib, etc..) 10.2 8.0
11.8 8.9
4*3 4% t 3 3%
5. Caretaking behaviours Mary Jane
behaviour 9: mother burps infant 0.9 8.8
behaviour 10: mother caretakes 3.6 4.5
—  A T " T T T T -
P a i r  1 :  M ary an d  J a n e  ( s e e  t a b l e  1 : 3 )
Mary spent an average of 47.2% of the time looking at her infant 
(beh. 1) across the six feeds with a range of 31.3% to 76.9%.
In comparison, Jane spent a greater average of 73.6% of the time 
looking at her infant with a range of 53.7% to 100%. (chi-squared 
47.99 p <.001).
Mary spent a higher proportion of her time displaying affectionate 
behaviours than Jane did (chi-squared 45.85, p <.001).
Mary and her infant spent less time in 'engaged behaviours' than 
Jane and her infant did but the difference between Mary and Jane's 
'engaged behaviours' and the difference between their infant's 
engaged behaviours did not reach significance.
Mary spent more of her time engaged with the observer than Jane 
did (chi-squared 31.01, p <.001). The other behaviour which is 
classified as 'disengaged' is behaviour 3: 'mother looks away'. 
Overall, Mary spent 24% of her time looking away and Jane 9%, 
she spent significantly more time looking away (chi-squared 23.34, 
P C . 0 0 1 ) .
Mary's infant spent 4% of his time in 'disengaged' behaviours 
compared to 3% for Jane's infant. This difference did not reach 
statistical significance.
Jane spent more of her time caretaking than Mary did (chi-squared 
26.57, p <  .001) .
SEQUENTIAL ANALYSIS
The following table shows the significant Z ratios (negative 
and positive) for all the behaviours of the two subjects.
(Table 1:4)
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Similarities
Behaviour
Behaviour
Behaviour
Behaviour
Behaviour
Behaviour
Behaviour
1: Both Mary and Jane are less likely to look at their
infant after they have looked at the observer (2), 
the infant's eyes are open (11), the infant is on 
the bottle (14).
2: Both Mary and Jane are more likely to look at the
observer after they have looked at the observer (2) 
and spoken to the observer (4). Both are less likely 
to look at the observer after they have looked at 
their infant (1).
3: Both Mary and Jane are more likely to look away afte
they have looked away (3).
4: Both Mary and Jane are more likely to talk to the
observer after they have looked at and talked to 
the observer (2,4). Both are less likely to talk 
to the observer after they have looked at their 
infant and after having been silent (1,5).
14: Both infants are less likely to be on the bottle 
after they vocalized (18).
15: Both infants are less likely to be off the bottle 
after they have been on the bottle (14). Both 
infants are more likely to be off the bottle after 
they have been vocalizing and after their mother's 
have talked to them (18,21).
18: Both infants are less likely to vocalize after they 
have been on the bottle (14), more likely to vocaliz 
after they have been off the bottle (15) and after 
their mothers have talked to them (21).
Behaviour 20: Both infants are more likely to touch mum after 
they have touched her (20) and less likely to
touch her after they have shown displacement type
behaviours (22).
Behaviour 21: Both mothers are more likely to talk to their
infant after their infant has vocalized (18), afte 
they have talked to the infant (21) and less likely 
to vocalize after the infant has been on the bottle
(14).
Behaviour 22: Both infants are more likely to finger their bibs 
after they have done so (22) and less likely after 
they have touched their mothers (20).
Differences
The major differences are as follows :
Mary is more likely to engage in affectionate behaviours (6,7,8) 
after she has engaged in such behaviours and after she or her
infant have been engaged in communication (18,21). She is less
likely to show such behaviours after she has been looking at and 
talking to the observer (2,4), or after the baby has been on the 
bottle (14). No such significance was found in Jane's data.
Jane is more likely to engage in caretaking activities (9,10), 
after she has been engaged in such activities or after the infant 
has looked around (13), has been off the bottle (15). No such 
significance was found in Mary's data.
Other differences can be found in the specific pattern of 
interactions.
Looking at row 1 on Mary's table, it transpires that when Mary 
looks at her infant, he is less likely to finger his bib, no such 
interaction is found with Jane.
—  3 f i  —
Row 3: if Mary looks away, her infant is less likely to touch
her or the bottle and more likely to finger his bib.
Row 4: if Mary talks to the observer her infant is less likely
to vocalize.
Row 5 : if Mary is silent her infant is less likely to vocalize
or to touch her.
Row 6: if Mary smiles, the infant is more likely to vocalize.
Row 18: if Mary's infant vocalizes, she is less likely to talk 
to the observer, be silent and more likely to smile 
and touch him.
Row 19 and 20: if Mary's infant touches her and the bottle, she
is less likely to look away and be silent.
Looking at Jane's table, on row 13, if the infant looks around, 
Jane is more likely to burp her infant and caretake, more likely 
to talk to the infant.
To conclude, the results from the percentage of behaviours for 
Mary and Jane give support to the hypothesis mentioned above, 
namely that Mary would spend less time in eye contact with her 
infant, she would spend less time in 'engaged behaviours' and 
she would spend less time caretaking.
They show no support for the hypothesis that depressed mothers 
would show less affectionate behaviours than non depressed 
mothers. The main differences found in the sequential analysis 
were in the way Mary engages in 'affectionate' behaviours after 
engaging in such behaviours and the way Jane engages in care­
taking behaviours after the infant looks around and is off the 
bottle.
A detailed itemization of the sequential analysis is included 
in Appendix 3.
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Pair 2: Christine and Kate
CHRISTINE:PERCENTAGES
feedl f eed2 feed 3 f eed4 feedS f eed6 total
beh. 1 73.9 53.7 25.2 23.1 25.7 23.0 35.7
beh. 2 7.2 30.6 63.2 50.6 51.5 50.0 45.5
beh. 3 20.3 15.7 11.6 21.3 22.0 25.2 19.0
beh. 4 13.0 17.4 25.8 56.2 40.0 50.8 34.0
beh. 5 59.4 73.6 71.0 37.1 54.0 39.7 57.3
beh. 6 0 0.8 0 1.1 0 0.8 0.5
beh. 7 1.4 0 0 5.6 3.0 4.0 2.1
beh. 8 0 1.7 0 1.1 1.0 31.9 7.3
beh. 9 21.7 6. 6 9.7 9.0 17.0 1.6 9.9
beh. 10 1.4 5.0 6.5 12.4 8.0 1.6 5.8
beh. 11 76.8 99.2 90.3 75.3 76.0 95.2 87.5
beh. 12 0 0 9.7 0 8.0 1.6 3.5
beh. 13 23.2 0.8 0 23.6 15.0 7.1 9.4
beh; 14 75.4 88.4 83.9 79.8 70.0 84.9 81.6
beh« 15 24.6 11.6 16.1 20.2 30.0 13.5 18.4
beh. 16 0 0 0 0 0 0 0
beh. 17 1.4 5.0 0 0 0 0 1.1
beh. 18 4.3 0 0 0 0 13.1 3.3
beh. 19 0 3.3 15.5 2.8 0 53.2 14.7
beh. 20 50.7 17.4 76.8 63.5 61.0 69.0 58.4
beh. 21 21.7 8.3 3.2 1.1 2.0 6.3 6.2
beh. 22 0 0 0 0 0 0 0
beh. 23 7.2 5.0 6.5 12.4 12.0 3.2 ' 7.3
TABLE 2:1
KATE:PERCENTAGES
f eedl feed.2 feed!
beh .  1 76.3 78.7 71. j
beh . 2 19.9 13.2 19.;
beh . 3 3.8 8.1 9.:
beh . 4 17.9 17.6 24.7
beh . 5 67.9 74.3 64.9
beh,. 6 5.8 2.2 4.1
beh.. 7 1.3 0 0
beh.. 8 12.2 14.7 37.1
beh., 9 10.3 19.1 2.1
beh. 10 9.6 2.2 2.1
beh. 11 56.4 63.2 40.2
beh. 12 27.6 16.2 48.5
beh. 13 15.4 20.6 11.3
beh. 14 73.1 75.7 94.8
beh. 15 26.3 23.5 5.2
beh. 16 0 0.7 0
beh. 17 0 0 3.1
beh. 18 2.6 0.7 19.6
beh. 19 47.4 32.4 91.8
beh. 20 53.8 31.6 92.8
beh. 21 9.6 9.6 10.3
beh. 22 9.0 5.9 - 0
beh. 23 10.3 8.1 3.1
TABLE 2:
f eed4 feedS f eed6 total
81.7 77.5 83.0 77.8
14.1 19.7 12.8 16.6
4.2 2.8 4.3 5.6
18.3 12.7 11.7 17.4
67.6 66.2 81.9 70.7
4.2 4.2 3.2 4.0
1.4 1.4 1.1 0.8
2.8 28.2 20.2 18.6
7.0 8.5 9.6 10.2
4.2 2.8 4.3 4.6
57.7 38.0 43.6 51.5
31.0 42.3 43.6 32.8
15.5 19.7 12.8 16.0
78.9 84.5 84.0 80.6
21.1 15.5 15.0 19.0
0 0 0 0.2
1.4 2.8 0 1.0
4.2 7.0 0 5.1
52.1 66.2 60.6 55.7
16.9 60.6 45.7 50.4
14.1 21.1 9.6 11.5
66.2 5.6 0 11.7
9.9 9.9 10.6 8.6
- 4 0 -
P a i r  2 :  C h r i s t i n e  an d  K a te  T a b le  2 :3
1. Eye contact Christine Kate
behaviour 1: mother looks at infant 35.7% 77.8%
2. Affectionate behaviours
behaviour 6 
behaviour 7 
behaviour 8
mother smiles at infant 
mother kisses/hugs infant 
mother strokes/touches 
infant
Christine
0.5
2.1
7.3
9.9
Kate
4.0
0 . 8
18.6
23.4
- 3 3.3% 7.8%
3. Engaged behaviours Christine Kate
behaviour 1 
behaviour 6 
behaviour 7 
behaviour 8
mother looks at infant 
mother smiles at infant 
mother kisses/hugs infant 
mother strokes/touches 
infant
behaviour 21: mother talks to infant
35.7
0.5
2 . 1
7.3
6 . 2
51.8
10.36%
77.8
4.0
0 . 8
18.6
11.5
112.7
22.54%
Infant (C) Infant(
behaviour 11 
behaviour 13 
behaviour 16 
behaviour 18 
behaviour 19
infant's eyes open 
infant looks around 
infant smiles 
infant vocalizes 
infant touches the bottle
behaviour 20: infant touches mother
87.5
9.4
0
3 
7
4
3
14
58
173.3
28.8%
51.5
16.0
0
5
55
50
178.9
29.8%
Disengaged behaviours Christine Kate
behaviour 2 : 
behaviour 4 :
mother looks at observer 
mother talks to observer
Infant's disengaged behaviours
45.5
34.0
79.5
39.75:
behaviour 12: infant's eyes shut 
behaviour 17: infant cries
behaviour 22: infant other (fingering bib,
etc..)
3.5
1.1
0
4.6
1.53!
16.6
17.4
34.0
1 7 !
Infant (C) Infant(
32.8
1 . 0
11.7
45.5
15.16!
Caretaking behaviours 
behaviour 9 : mother burps infant
behaviour 10: mother caretakes
Christine
9.9 
5.8 
15 .7
Kate
1 0 . 2
4.6
14.8
P a i r  2 : C h r i s t i n e  an d  K a te  ( s e e  t a b l e  2 : 3 )
Christine spent an average of 35.7% of the time looking at her 
infant (beh. 1) across the six feeds with a range of 23.0% to 
73.9% In comparison, Kate spent a greater average of 77.8% of 
the time looking at her infant with a range of 71.1% to 83%
(chi-squared 228.49, p < .001).
Kate spent a higher proportion of her time displaying affectionate 
behaviours than Christine did (chi-squared 41.23, p <.001).
Christine spent less time in 'engaged' behaviours than Kate did 
(chi-squared 85.30, p < .001). The difference between the infants' 
behaviours did not reach significance.
Christine spent more of her time engaged with the observer than 
Kate did ( chi-squared 161. 35 , p ^ . 001 ) .
Christine spent 19% of her time looking away, Kate 5.6%.
Christine spent significantly more time looking away than Kate 
( chi-squared 51.48, p<.001).
Kate's infant spent more time in 'disengaged' behaviours than 
Christine's did (chi-squared 236.51, p <.001) .
There is no significant difference in the amount of time each 
mother spent caretaking.
- 4 2 -
B SEQUENTIAL ANALYSIS
The following table shows the significant Z ratio (negative 
and positive) for all the behaviours of the two subjects.
(table 2:4)
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S imilarities
Behaviour 1
Behaviour 2
Behaviour 4
Behaviour 5
B e h a v io u r  7
: Both Christine and Kate are less likely to look
at their infant after they have looked at and 
talked to the observer (2,4). They are less likely 
to look at their infant after stroking/touching 
him or her (8), they are less likely to look at 
their infant after the baby is on the bottle (14), 
they are less likely to look at their infant after 
the baby has touched them (20).
: Both Christine and Kate are less likely to look at
the observer after they have looked at their infant
(1), they are more likely to look at the observer 
after they have looked at and talked to the observer 
(2,4),they are less likely to look at the observer 
after having been silent (5), they are less likely 
to look at the observer after the baby's eyes are 
open (11).
: Both Christine and Kate are less likely to talk to
the observer after they have looked at their
infant (1). Both are more likely to talk to the 
observer after they have looked at and talked to 
the observer (2,4). Both are less likely to talk 
to the observer after having been silent (5). Both 
are less likely to talk to the observer after the 
baby's eyes are open (11).
: Both Christine and Kate are less likely to be
silent after they have talked to the observer (4), 
after the baby has looked around (13) and after 
the baby is off the bottle (15).
: Both Christine and Kate are more likely to hug or
kiss their baby after the baby has looked around (12 
and after they have shifted the baby's position (23)
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Behaviour 8
Behaviour 9
Behaviour 10:
Behaviour 11:
Behaviour 12:
Behaviour 13:
: Both Christine and Kate are less likely to touch
or stroke their baby after they have looked at 
him/her (1), after they have been silent (5).
They are both more likely to touch or stroke 
their baby after having touched him/her (8).
: Both Christine and Kate are more likely to burp
their infant after she/he has looked around (13), 
is off the bottle (15), having talked to him/her 
(21), having shifted positions (23). Both are 
less likely to burp their infant after the baby's 
eyes are open (11), she/he is on the bottle (14), 
she/he is touching the bottle (19).
Both Christine and Kate are more likely to care- 
take after they have smiled at the infant (6), 
they have been caretaking (10), the infant is off 
the bottle (15), they have talked to the infant 
(21), they have shifted position (23). Both are 
less likely to caretake after the infant is on 
the bottle (14).
Both infants are less likely to have their eyes 
open after they have been burped (9), their eyes 
were closed (12), they were looking around (13), 
they were off the bottle (15).
Both infants are less likely to have their eyes 
shut after they were open (11) but more likely 
to have their eyes shut after the mother stroked 
and touched them (8) and after they were shut (12).
Both infants are more likely to look around after 
their mother kissed/hugged them (7), they were 
burped (9), they were looking around (13), they 
were off the bottle (15), their mothers talked to 
them (21), their position was shifted (23). Both 
are less likely to look around after their eyes 
were open (11), they were on the bottle (14), they 
were touching their mother (20).
Behaviour 14: Both infants are less likely to be on the bottle
after their mothers looked at them (1), their 
mothers burped them (9), they were looking around
(13), they were off the bottle (15), their 
position shifted (23).
Behaviour 15: Both infants are more likely to be off the bottle
after their mothers kissed/hugged them (7), they 
were burped (9), their mothers were caretaking 
(10), they were looking around (13), they were 
off the the bottle (15), their mothers talked 
to them (21) and shifted their postion (23).
Both are less likely to be off the bottle after 
their eyes were open (11), they were on the bottle
(14), they were touching the bottle (19), they 
were touching mum (20).
Behaviour 17: Both infants are more likely to cry after they
are off the bottle (15).
Behaviour 18: Both infants are more likely to vocalize after
they vocalized (18).
Behaviour 19 : Both infants are more likely to touch the bottle 
after they have touched the bottle (19).
Behaviour 20 Both infants are more likely to touch their 
mother after they have touched her (20). Both 
are less likely to touch her after she has looked 
at them (1), after they have looked around (13), 
after they were off the bottle (15), after she 
has talked to them (21), after a position shift 
(23).
B e h a v io u r  2 1 : Both Christine and Kate are more likely to talk 
to their infant after they have burped him/her 
(9), after the infant has looked around (13), 
after the infant was off the bottle (15), and 
after they talked to him/her (21). Both are less
— 46 —
Behaviour 23:
Differences 
Behaviour 1 :
Behaviour 2 :
Behaviour 8 :
Behaviour 9:
B e h a v io u r  1 2 :
likely to talk to their infant after they looked 
at and talked to the observer (2,4), after the 
infant was on the bottle (14) and after the infant 
touched them (20).
Both Christine and Kate are more likely to shift 
the position of their infant after they burp him/ 
her (9), they caretake (10), the infant looks 
around (13), he/she is off the bottle (15), they 
talk to the infant (21), they shifted position (23) 
Both are less likely to shift postion after the 
infants have been touching them (20).
If Christine looks at her infant, she is less 
likely to look away (3), she is more likely to 
burp him (9), caretake (10) and talk to him (21).
No such associations were found in Kate's data.
If Kate looks at the observer, she is more likely 
to touch her infant (8) and the infant is more 
likely to have her eyes shut (12).
Kate is more likely to touch/stroke her infant 
when she looks at the observer (2), when the 
infant's eyes are shut (12) and when the infant 
touches her (20). No such significance was found 
in Christine's data.
Christine is more likely to burp the infant after 
he cries (17).
After the baby's eyes are shut, Christine is more 
likely to burp him (9), caretake (10), have him off 
the bottle (15) and shift his position (23), wherea 
Kate is less likely to show these behaviours.
B e h a v io u r  1 3 : When the infant looks around, Christine is more 
likely to look at him (1), less likely to look at 
the observer (2), and to be silent (5), Kate is 
more likely to caretake (10).
Behaviour 21: Christine is more likely to talk to her infant 
after she looks at him (1) and Kate is more likely 
to talk to her infant after she caretakes (10), 
after the infant cries (17) and after a position 
shift (23).
Behaviour 22: Kate's baby is less likely to finger her bib after
mum touches her (8) and after she touches mum (20)
Behaviour 23: Christine is more likely to shift the baby's 
position after he cries (17), Kate is more likely 
to shift her baby's position after she kisses/hugs 
her (7) and after the baby vocalizes (18).
To conclude, the results for the percentage of time spent in each 
behaviour showed as expected that Christine spent less time in 
eye contact with her infant than her control Kate, she displayed 
less affectionate behaviour, she spent less time in 'engaged 
behaviours' with her infant and more time engaged with the 
observer or disengaged. Christine's infant however spent less 
time in 'disengaged* behaviours than Kate's infant. There were 
no real differences in the amount of time each spent caretaking.
There were no major differences in the sequential analysis and 
a detailed itemization is included in Appendix 3,
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P a i r  3 :  M e la n ie  a n d  Kim
a n
MELANIE:PERCENTAGES
f e e d l  f e ed2  feedS
beh . 1 64 .3 54 .9 33 .6
beh . 2 20 .4 23 .9 2 .3
beh . 3 16 .3 21 .3 59 .1
beh . 4 29 .6 16.8 15 .9
beh . 5 32 .7 69 .0 73 .4
beh . 6 1 .0 9 .7 1 .1
beh . 7 3 .1 9 .7 0
beh . 8 11 .2 1 .8 0
b e h . 9 13 .3 2 .7 6 .8
beh . 10 15 .3 20 .4 25 .0
beh . 11 99 .0 68 .1 0
beh . 12 1 .0 0 .9 0
beh . 13 0 31.0 0
beh . 14 50 .0 46 .9 48 .9
beh . 15 49 .0 52 .2 0
beh . 16 1 .0 6 .2 6 . 8
beh . 17. 35 .7 0 . 9 10 .2
beh . 18 1 .0 10 .6 0
beh . 19 0 2 .7 0
beh . 20 0 4 .4 0 .2
beh . 21 30 .6 11 .5 5 .7
b e h . 22 2 .0 0 2 .3
beh . 23 16 .3 7 .1 6 .8
TABLE 3:
f  eed4 feedS f  eed6 t o t a l
29 .1 3 2 .0 33.8 43.4
6 .3 25 . 0 2 .8 14 .8
64 .6 43 .0 63.4 42 .1
19.0 26 .0 15.5 20 .8
75 .9 69 . 0 81.7 66.7
0 1 .0 0 2 .6
3 .8 2 . 0 2 .8 3 .8
0 0 0 2 .4
5 .1 0 2 .8 5 .1
8 .9 7 .0 2 .8 13 .8
73 .4 0 85 .9 87 .6
0 0 0 0 .4
26 .6 0 14.1 12 .0
50 .6 77 . 0 69 .0 56 . 6
4 9 .4 23 .0 31 .0 43 .0
0 0 0 1 .5
0 0 0 7 .7
40 .5 1 .0 5 .6 10 .7
30 .4 4 6 . 0 35 .2 17 .9
3 .8 8 . 0 25 .4 6 .2
5 .1 4 . 0 2 .8 10 .6
1 .3 0 0 0 .9
10 .1 2 .0 2 .8 7 .7
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KIM:PERCENTAGES
f eedl f eed2 f eed3 f eed4 feedS f eed6 total
beh. 1 82.7 83.2 83.9 80.9 79.2 82.5 83.0
beh. 2 17.3 14.3 14.0 13.7 14.4 16.7 15.0
beh. 3 0 2.5 2.2 2.4 3.4 0.8 1.9
beh. 4 14.3 8.4 7.5 8.1 7.6 13.5 9.9
beh. 5 73.5 79.8 89.2 79.1 80.5 77.0 79.8
beh. 6 0 0 0 0 0 0 0
beh. 7 0 0.8 0 3.8 8.0 0 0.4
beh. 8 0 5.0 22.6 4.8 11.9 0 6.9
beh. 9 10.2 10.1 4.3 11.3 10.2 7.9 9.1
beh. 10 5.1 2.5 2.2 2.4 3.4 4.8 13.4
beh. 11 84.7 82.4 95.7 82.3 80.5 88.1 85.3
beh. 12 0 0 0 0 0 0 0
beh. 13 15.3 17.6 4.3 17.7 19.5 11.9 14.7
beh. 14 77.6 78.2 89.2 75.8 77.1 81.7 70.6
beh. 15 22.4 21.8 10.8 24.2 22.9 18.3 20.4
beh. 16 0 0 0 0 0 0 0
beh. 17 0 0 0 0 0 0 0
beh. 18 4.1 1.7 0 1.6 1.7 3.2 2.1
beh. 19 49.0 36.1 43.0 34.7 29.7 49.2 40.0
beh. 20 28.6 27.7 31.2 26.6 21.2 27.8 27.0
beh. 21 12.2 11.8 4.3 11.3 13.6 9.5 10.6
beh. 22 2.0 0 0 0.8 0 1.6 0.7
beh. 23 6.1 5.0 2.2 4.8 • 5.9 4.8 4.9
TABLE 3:2
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P a i r  3 : M e la n ie  and  Kim T a b le  3 :3
Eye contact
behaviour 1: mother looks at infant
Melanie
43.4%
Affectionate behaviours
behaviour
behaviour
behaviour
mother smiles at infant 
mother kisses/hugs infant 
mother strokes/touches infant
Melanie
2 . 6
3.8 
2.4
8 . 8
2.9%
3. Engaged behaviours Melanie
behaviour 1: mother looks at infant 43.4
behaviour 6: mother smiles at infant 2.6
behaviour 7: mother kisses/hugs infant 3.8
behaviour 8: mother strokes/touches infant 2.4
behaviour 21: mother talks to infant 10.6
62.8
12.56%
Infant's engaged behaviours Infant (M)
behaviour 11 
behaviour 13 
behaviour 16 
behaviour 18 
behaviour 19 
behaviour 20
infant's eyes open 
infant looks around 
infant smiles 
infant vocalizes 
infant touches bottle 
infant touches mother
Disengaged behaviours 
observer related
87.6 
1 2 . 0
1.5
10.7 
17.9
6 . 2
135.9
22.65^
Melanie
behaviour 2: mother looks at observer 
behaviour 4 : mother talks to observer
Infant's disengaged behaviours
behaviour 12 
behaviour 17 
behaviour 22
infant's eyes shut 
infant cries
infant other (fingering bib 
etc...)
14.8
2 0 . 8
35.6
17.8%
Infant (M)
0.4
7.7
0.9
9.0
Caretaking behaviours
behaviour 9: mother burps infant
behaviour 10: mother caretakes
Melanie
5.1
13.8
18.9
9.45'
- 5 2 -
Kim 
83 =
Kim
0
0.4
6.9
7.3
2.4;
Kim
83.0
0
0.4
6.9
1 0 . 6
100.9 
2 0 . i e
lifant ( I
85.3
14.7
0 . 0
2 . 1
40.0
27.0
169.0 
28.IE
Kim
15.0
9.9
24.9
12.45
Iifant(E
0
0
0.7
0.7
0 . 2 2
Kim
9.1
13.4
22.5 
11.25
P a i r  3 : M e la n ie  an d  Kim ( s e e  t a b l e  3- .3)
Melanie spent an average of 43.4% of the time looking at her 
infant (beh. 1) across the six feeds with a range of 29.1% to 
64.3%.
In comparison, Kim spent a significantly greater average of 
83.0% of her time looking at her infant with a range of 79.2% to 
83.9% (chi-squared 209.81, p <.001).
Melanie spent a higher proportion of her time displaying 
affectionate behaviours than Kim but this difference did not 
reach significance.
Melanie and her infant spent less time in 'engaged behaviours' 
than did Kim and her infant (chi-squared 74.48, p < .001) and 
(chi-squared 14,28, p <.001).
Melanie spent more time engaged with the observer than Kim did 
(chi-squared 74.48, p <.001).
Melanie spent 4 2.1% of her time looking away, Kim spent 
significantly less time 1.9% (chi-squared 307.09, p <.001).
Melanie's infant spent more time in 'disengaged' behaviours 
than Kim's infant (chi-squared 45.03, p <.001).
Melanie spent less time caretaking than Kim did (chi-squared 
8.31, p <.005).
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B .  SEQUENTIAL ANALYSIS
The following table shows the significant Z ratios (negative 
and positive) for all the behaviours of Melanie and Kim.
(Table 3:4)
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Similarities
Behaviour 1: Both Melanie and Kim are less likely to look at 
their infant after they have talked to the 
observer (4). They are less likely to look at 
their infant after she/he is on the bottle (14), 
after she/he touches the bottle (19) and she/he 
touches them (20).
Behaviour 2: Both Melanie and Kim are more likely to look at
the observer after having looked at and talked
to the observer (2,4).
Behaviour 3: Both Melanie and Kim are less likely to look away
after the infant is off the bottle (15).
Behaviour 4 : Both Melanie and Kim are less likely to talk to 
the observer after they have looked at their 
infant (1), after the infants look around (13) 
and is off the bottle (15) and after they talk 
to their infant (21). Both are more likely to 
talk to the observer after they have looked at 
and talked to the observer (2,4).
Behaviour 5 : Both Melanie and Kim are less likely to be silent 
after their infant is off the bottle (15) and 
after they talked to their infant (21).
Behaviour 7 : Both Melanie and Kim are more likely to kiss or 
hug their infant after she/he is off the bottle
(15).
Behaviour 8: Both Melanie and Kim are less likely to touch or
stroke their infant after they have been silent
(5) and after their infant is on the bottle (14). 
Both are more likely to touch or stroke their 
infant after having done so (8).
Behaviour 9: Both Melanie and Kim are more likely to burp their
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infant after having burped him/her (9) and after 
she/he is off the bottle (15). Both are less 
likely to burp their infant when his/her eyes are 
open (11).
Behaviour 10: Both Melanie and Kim are more likely to caretake
after caretaking (10), the infant looks around (13) 
and is off the bottle (15). Both are less likely 
to caretake when the infant's eyes are open (11).
Behaviour 11: Both infants are less likely to have their eyes 
open after looking around (13) and being off the 
bottle (15).
Behaviour 13: Both infants are more likely to look around after 
looking around (13), after being off the bottle
(15) and after a position shift (23). Both are 
less likely to look around after having their eyes 
open (11).
Behaviour 14: Both infants are more likely to be on the bottle
after their mother talks to the observer (4). Both 
are less likely to be on the bottle after their 
mothers looked at them (1), burped them (9), were 
caretaking (10), they looked around (13), they 
were off the bottle (15) and after a position shift 
(23).
Behaviour 15: Both infants are less likely to be off the bottle
after mother talked to the observer (4), was silent 
(5), their eyes were open (11), they were touching 
the bottle (19). Both are more likely to be off 
the bottle after, their mothers kissed or hugged 
them (7) and burped them (9), were caretaking (10) 
and after a position shift (23).
Behaviour 18: Both infants are less likely to vocalize after 
their eyes were open (11) and they were on the 
bottle (14).
Behaviour 19: Both infants are more likely to touch the bottle 
after they have touched the bottle (19), or 
touched their mother. Both are less likely to 
touch the bottle after their mother looked at them 
(1), after they were off the bottle (15) and after 
a position shift (23).
Behaviour 20: Both infants are more likely to touch their mother
after touching the bottle (19), or touching her (20). 
Both are less likely to touch their mother after 
she has looked at her/him (1).
Behaviour 21: Both mothers are more likely to talk to their infant 
after having talked to him/her (21) and after a 
position shift (23). Both are less likely to talk 
to their infant after having been silent (5), after 
the infant's eyes were open (11), she/he was on 
the bottle (14), she/he was touching the bottle.
Behaviour 23: Both mothers are more likely to shift the baby's
position after burping him/her (9) and after she/he 
is off the bottle (15). Both are less likely to 
do so after the infant's eyes are open (11) and 
after she/he is on the bottle (14).
Differences
Behaviour 1: If Melanie looks at her infant, she is more likely 
to look at her (1), she is less likely to look 
away (3) and she is more likely to talk to her (21). 
No such associations were found in Kim's data.
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Behaviour
Behaviour
Behaviour
Behaviour
Behaviour
Behaviour 8
Behaviour 9
3: When Melanie looks away she is less likely to 
look at the observer (2) and more likely to look 
away (3). Whereas when Kim looks away she is more 
likely to look at the observer (2) and talk to the 
observer (4).
4: When Melanie talks to the observer she is less 
likely to talk to her infant (21).
5: When Melanie is silent she is less likely to 
touch/stroke the infant (8), the baby is less 
likely to cry (17). When Kim is silent she is 
less likely to look at her infant (1), burp her or 
caretake (9,10).
5: When Melanie smiles at her infant, she is more 
likely to kiss/hug her (7) the infant is more 
likely to look around (13), to smile back (16) and 
to vocalize (18). No such significance was found 
in Kim's data.
r: When Melanie kisses/hugs her baby she is less 
likely to look away (3), more likely to smile 
at her (6) and kiss her (7). When Kim kisses/hugs 
her baby, she is more likely to be burping her (9) 
and talk to her (21).
: When Melanie touches/strokes her infant, she is 
more likely to cry (17) and Melanie is more 
likely to talk to her (21).
: Melanie is more likely to burp her infant after 
she cries (17) and after a position shift (23).
Behaviour 10: Kim is more likely to caretake after she talks to 
her infant (21) and after a position shift (23).
Behaviour 18: Melanie's baby is more likely to vocalize after
Melanie smiles at her (6) and kisses her (7) and
after she has vocalized (18). Kim's baby is 
more likely to vocalize after Kim talks to her (21).
Behaviour 19: Melanie's baby is more likely to touch the bottle
When Melanie looks away (3). Kim's baby is less 
likely to touch the bottle after Kim looks at and 
talks to the observer (2,4).
Behaviour 21: Melanie is more likely to talk to her infant after
looking at her (1) and after the infant smiled (16). 
Kim is more likely to talk to her infant after 
kissing her and burping her (9), or caretaking (10) 
and after her infant vocalizes (18).
To conclude, the results for the percentage of time spent in 
each behaviour showed as expected that Melanie spent less time 
in eye contact with her infant, less time in 'engaged' behaviours, 
more time engaged with the observer or disengaged. Melanie's 
infant also spent more time in 'disengaged1 behaviours than Kim's.
However Melanie displayed a slightly higher percentage of her time 
showing affectionate behaviours than Kim did. She spent a 
slightly smaller percentage of her time caretaking than did Kim.
The major differences in sequential analysis revolve around the 
way Melanie looked away after she has looked away.
A detailed itemization of the sequential analysis is included 
in Appendix 3.
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DISCUSSION
A. Summary of significant results:
Pair 1: Mary and Jane
- Mary spent less time than Jane in eye contact with her infant.
- Mary spent less time than Jane in "engaged behaviours” with
her infant.
- Mary spent significantly less time caretaking than Jane.
- Mary spent more time disengaged from her infant than Jane.
Pair 2: Christine and Kate
- Christine spent less time than Kate in eye contact with her 
infant.
- Christine displayed less affectionate behaviours than Kate.
- Christine and her infant spent less time 'engaged1 than Kate 
and her infant did.
- Christine spent more time disengaged from her infant than Kate 
did.
Pair 3: Melanie and Kim
- Melanie spent less time than Kim in eye contact with her infant.
- Melanie spent less time engaged with her infant than Kim did.
- Melanie and her infant spent more time 'disengaged' from each 
other.
- Melanie spent less time caretaking than Kim did.
— 60 —
B. Discussion of results:
- The hypothesis that depressed mothers would spend less time 
in eye contact with their infant was supported by the three 
pairs of depressed mothers and their control.
- The hypothesis that depressed mothers would show less affectionate 
behaviours than their control was supported by Christine and
Kate (pair 2) but rejected for the other two pairs where no 
significant difference was found.
- The hypothesis that depressed mothers would spend less time 
engaged with their infants than non-depressed mothers was 
supported by the three pairs.
- The hypothesis that depressed mothers would spend more time 
disengaged from their infants was supported by all three pairs.
- The hypothesis that the infants of depressed mothers would spend 
more time in 1 displacement type activities', disengaged from 
their mothers was supported for pair 1 and pair 3 but rejected 
for pair 2 where Kate's infant spent significantly more time
in such activity than Christine's..
- The hypothesis that depressed mothers spend less time caretaking 
was supported for pair 1 and pair 3 but rejected for pair 2 
where no significant difference was found.
Hypotheses based on quantitative data, ie. the number of times
the behaviours were found to have occurred were well supported
on the whole. .
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C. Discussion of the sequential analysis:
The type of hypotheses based on the sequential analysis are a 
lot less clear cut since they yield qualitative data necessarily 
open to varying interpretation. Patterns of interaction are 
found to occur which tend to be specific to the mother-infant 
pair independently of whether they are depressed or not.
However a few general findings can be summarized across all three 
pairs. Certain behaviours are found to be self repeating ie. 
will be more likely to be followed by the same behaviours. So, 
for example a mother is more likely to look at her infant after 
she has looked at her infant. Although this may seem quite 
obvious and to be expected for behaviours such as eye contact 
which are more likely to last beyond the one 10 second interval, 
it is not consistent, ie. it is found in every sequential analysis 
but it is never consistent across the three pairs. Different 
behaviours tend to self-repeat for different pairs. The only 
effect which is consistent across the three pairs is the 1 observer 
effect1, ie. if the mother looks at (2) and talks to (4) the 
observer she is more likely to look at and talk to the observer.
For every mother-child interaction, the mother's engagement with 
the observer is more likely to be followed by further engagement. 
The amount of time this happens differs for each mother but the 
effect is consistent across the six subjects and it is the only 
common effect that can be found across subjects. Another point 
to be found across subjects concerns behaviour 3 'Mother looks 
away'. This behaviour is consistently related to looking or talkinc
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to the observer in all three control subjects, they are more 
likely to look away before or after talking to the observer.
For the three depressed mothers however, behaviour 3 follows 
or precedes itself and is not related to looking at or talking to 
the observer, indicating a different quality in the behaviour 
itself and the function it serves, bearing in mind that all three 
depressed women spend significantly more time looking away than 
their controls. The behaviour could be interpreted as a form of 
isolation and disengagement in the depressed mothers whilst it 
could be seen as part of normal conversational interchange for the 
controls. The same behaviour or sequence of behaviours may have 
different significance or meaning for different mother-child 
pairs. The small number of subjects in the present study makes 
it difficult to ascertain whether these differences are completely 
idiosyncratic or whether they would be consistently found in 
groups of depressed and non-depressed mothers. The two points 
mentioned above are the only generalizations than can be readily 
made of the sequential analysis over the six subjects. However, 
idiosyncratic patterns of interaction can be seen to emerge for 
each mother/infant interaction and be compared with the matched 
control's pattern of interaction.
Pair 1: Mary and Jane
The overall difference from the sequential analysis is in the 
maternal behaviours when the infants are off the bottle. Mary 
tends tic use that time for mutually rewarding social interactions 
whilst Jane spends the time caretaking, however when the infant
-63-
is off the bottle only three behaviours follow in Mary's case 
in comparison with eleven behaviours in Jane's case. A higher 
level of activity follows the infant's coming off the bottle 
in Jane's case, reflecting possibly Mary's general slower depressed 
state. Mary's infant seemed active in trying to maintain her 
attention, he was less likely to touch the bottle or touch her 
after she looked away or was silent and more likely to be engaged 
in displacement type activities such as fingering his bib or 
clothes which could be interpreted as a way of attracting her 
attention since he was less likely to show such behaviours when 
she looked at him.
Pair 2: Christine and Kate
When Christine looks at her infant, she is more likely to be 
caretaking, burping the infant. She is also more likely to care- 
take and burp the infant whilst his eyes are shut contrarily to 
Kate. Since Christine's infant is more likely to cry after being 
taked off the bottle and burped, the suggestion is that Christine 
removes the bottle at an inappropriate time and upsets her infant 
by doing so. Kate shows a very idiosyncratic use of touching, 
for all other mothers touching is associated with sociable activ­
ities whilst the baby is off the bottle but Kate touches and 
strokes her infant whilst she is feeding, this touching is responded 
to by the infant who also touches her mother, whilst feeding and 
with her eyes closed. These behaviours are more likely to occur 
after Kate talks to the observer and they seem to fulfill the 
function of maintaining the engagement with the child, soothing her 
whilst Kate is socially engaged with the observer. The soothing
function can be hypothesized from the fact that the infant 
shows less displacement activities such as fingering her bib 
after Kate touches her.
Pair 3: Melanie and Kim
As with Christine, Melanie might be withdrawing the bottle at an
inappropriate time since her infant cries after she is off the
bottle, being burped and she is more likely to be burped after 
she cries. There are good interchanges of smiling between 
Melanie and her infant but she does not talk to the infant when
she has vocalized in contrast with Kim who does. When Kim's 
infant looks around, Kim is more likely to react with a wide 
range of behaviours such as kissing, hugging, burping, caretaking 
and associated social interactions. Melanie does not show such 
wide range of behaviours, and again this might be a reflection 
of her depressed condition and associated apathy. When Kim is 
engaged with the observer, her infant is more likely to become 
active in attracting her attention by using displacement type 
activities.
To conclude, the sequential analysis yields a vast quantity of 
data which can be interpreted idiosyncratically showing patterns 
of behaviours specific to each mother and infant pairs. It did 
not prove possible to test out clear hypotheses about whether or 
not a depressed mother might react inappropriately to her infant's 
needs. The hypothesis that depressed mothers might not respond to 
their infant's vocalizations by talking to him/her only held 
true for Kim. Infants were shown to try and engage their mothers
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by showing displacement activities but some infants of depressed 
mothers and some of non-depressed mothers displayed such 
behaviours. The hypothesis that the infants of depressed mothers 
roiÇfht be more passive or withdrawn could not be tested with the 
data obtained. All infants varied tremendously in their level 
of interaction just as the mothers varied and it was not possible 
to bring out a particular trend. The data was useful in bringing 
out detailed interaction between each mother and her infant and 
it would be most interesting to examine whether there is evidence 
of stability over time of the idiosyncratic patterns of interaction.
D. Limitations of the present study:
Th® first clear limitation concerns the number of subjects which
make it impossible to draw valid conclusions about depressed
mothers interaction with their infant. Because of the small size
of the mother and baby unit only a very limited number of subjects
are available. Although the three subjects had received the
diagnosis of depression on admission, they probably constituted
a sample of severely depressed mothers with one subject having
had previous admissions for similar puerperal depression, another
shown signs of bipolar depression with manic episodes and
the third eventually receiving the diagnosis of schizophrenia.
They were matched with non-depressed mothers but the environment
was not matched and created an obvious difference to how relaxed
or tense they might have felt. Because of these limitations the
interpretations to be drawn from the study must be circumscribed
to the pairwise comparisons. The binomial sequential analysis has 
obvious limitations as it only takes into account one behaviour
following another. Further sequential analyses looking at longer 
chains of behaviours would have been useful but beyond the scope 
°f this study. There are a number of weaknesses in the method- 
ology which need to qualify the extent to which the results can 
be generalized. The first point concerns the observer effects:
The observer who recorded the mother-infant interaction on video 
was present in the room and was also part of the interaction. 
Although conversation was not initiated by the observer, she was 
necessarily brought into conversation by the mother and there 
was no way of standardising such effect across every subject. 
Moreover, the way depressed mothers perceived the presence of 
the observer recording them within the general framework of 
the hospital setting must have been very different from the way 
the non-depressed mothers viewed the observer. One could hypothe­
size that the depressed mothers might have felt more threatened 
and although they were volunteers and the consent form made 
things explicit they might have felt that the recording of 
feeding times or their performance at such times was somehow 
related to their treatment.
The use of feeding time as an appropriate time to observe mother- 
in'fant interaction might also be questioned. It was used for 
two major reasons, firstly it has often been used in research and 
therefore would make a good comparison basis and secondly the 
possible variety of behaviours could be circumscribed in contrast 
to free play time for example where more behaviours are possible.
Time sampling was chosen in preference to continuous real time 
measurement for reasons of convenience in handling a large quantity 
of data and it offered the added advantage of readily recording 
several behaviours at the same time. An interval of 10 seconds 
was used after trials with 5 seconds and was preferred because of 
the large amount of data per subject. The main disadvantages are 
that such interval is insensitive in detecting infrequent 
behaviours because of the low probability of their occurrence right 
at the probe period. Behaviours such as 'smiling', 'kissing', 
'vocalizing' and 'looking away' might have been missed out.
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Another difficulty of this type of time sampling is that behaviours 
which occur at moderate frequencies get scored in a similar way to 
those occurring at higher frequencies because only one instance of 
the behaviour is scored in any single interval. The estimates of 
frequency and duration are only valid when the sampling interval 
is shorter than the average duration per occurrence of any codable 
behaviour, thus behaviours such as caretaking, stroking, eyes open, 
eyes shut, on or off the bottle, which have a longer duration than 
10 seconds have good estimates of frequency but the behaviours 
mentioned above (smiling, kissing, etc..) would not be accurate. 
This problem is very difficult to resolve when one looks at a range 
of behaviours with varied average duration. One solution would be 
to code the data in a different way using measures of duration to 
transform a time base, concurrent data into a time base sequential 
data, defined in such a way that only one event could occur at a 
time. It would however take considerable time to arrive at a very 
fine grained analysis for each behaviour and then to go through 
the same process for the twenty-three behaviours. This approach 
is beyond the scope of the present study.
Another problem which affects reliability in observational studies 
is the influence of the observer. Observer bias might have 
occurred since the observer who coded the behaviours was not blind 
to the condition of the mothers and might have been expecting 
certain behaviours to occur with depressed mothers and not with 
non-depressed mothers. A sample of the videotapes was coded by 
an independent observer who was blind to the conditions of the
m0therS and the KaPPa scores showed a high degree of reliability but 
ideally all tapes should be coded by independent observers blind 
to the situation. Other observer bias effects are those encountered 
m  all observational studies and concern 'observer drift' when the 
observer departs from the base.criteria and observer decay where 
the measurement used decays beyond the bounds of acceptable errors. 
In addition there are the obvious mistakes made in recording either 
ommissions where a behaviour occurs but is not recorded or commissions
-68-
where a behaviour is recorded when it has not occurred. An 
added difficulty in sequential analysis is that if two observers 
encode the same tape the beginning of the encodings must be 
matched exactly or else any delay can throw the remaining intervals 
out of synchrony. To avoid such pitfalls more than one observer 
would need to record all the data in perfect synchrony and the 
Kappa statistic computed. This method was not feasible within 
the scope of the present study.
E. Clinical implications
Given the methodological limitations discussed above, the purpose 
in keeping to a simplified observational method is that it can 
readily be used in a clinical setting. Although more and more 
research is done into the interaction of depressed mothers and their 
infants using increasingly sophisticated research methods with 
analyses of freeze-frame videotapes, very little is said about its 
immediate relevance in the clinical setting. In fact such methods 
are as a rule far too time consuming and sophisticated to be used 
in such setting. A simplified version though might have a very 
useful role in the treatment of depressed mothers. At present 
nurses in the baby unit record the amount of eye contact, the 
mother's mood, quality of interaction on a four point scale.
This gives a crude measure of what goes on but is not fed back 
to the mother in anyway. The use of videotapes on a more regular 
basis, once weekly for example so as not to disturb the patients 
too much would provide an invaluable tool for monitoring the 
quality as well as the quantity of mother-infant interaction.
If coded by independent observers it would give a much more 
objective account of any changes in the relationship and can help 
pinpoint infants who might be 1 at risk1 for emotional neglect. 
Another possible use so far underrated is the teaching potential 
that such material has for the mother. If the individual pattern 
of interaction can be extracted from a sequential analysis, it can 
be fed back to the mother who often is unaware of what her infant 
is communicating to her. The videotape can be played back and 
the observer can explain the patterns of interaction between the
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infant and the mother, how the infant starts fingering her 
bib whilst mother talks to the observer in order to attract 
her attention for example. The findings from the sequential 
analysis that some behaviours tend to follow themselves is an 
important one because it implies that if the depressed mother 
is encouraged to engage her infant with eye contact for example 
she is more likely to carry on engaging her infant. Behaviours 
such as eye-contact, physical contact, appropriate removals 
of the bottle can be encouraged and clearly pointed out using 
the feedback of a videotape. Although it is debatable whether 
'monitoring skills' as such can be taught and how useful that 
may be, it seems that because of their depression mothers might 
be less aware of their infant's needs, and increased awareness 
and understanding can only be beneficial to the good continuation 
of the mother-infant relationship.
F. Conclusion
In conclusion, the present study found support for previous 
researchers findings. Weissman et al (1972) findings that 
depressed mothers are less involved with their children was 
corroborated by the present study when behaviours were separated 
into superordinate categories of 'engaged' versus 'disengaged' 
behaviours. Similarly Livingood et al (1983) reported that in 
the extreme cases of the two groups of depressed and non-depressed 
mothers,more depressed mothers gazed less at their infants, 
such findings were also supported by the evidence in the present 
study. The findings by Fleming et al (1988) that depressed 
mothers showed fewer affectionate behaviours and were less likely 
to reply to their infants vocalizations by vocalizing were not 
systematically replicated in the present study. Overall the 
findings were in keeping with previous researchers as far as 
quantitative data is concerned. The question of any qualitative 
difference between the interactions of depressed mothers and 
non-depressed mothers with their infant remains a very complex 
one. it seems that gross abnormalities in interaction which 
might lead to actual neglect or could physically put a child at
— 70 —
wrisk are fairly obvious and can be picked up clinically. The 
finer elements of what constitutes effective parenting are far 
more difficult to define which is possibly why so many studies 
with clinically depressed mothers report little differences 
in terms of level or quality of stimulation they provide for 
their infants (Livingood et al 1983) when compared to non-depresse 
mothers. The scope of the present study is far too limited to 
draw any definite conclusions about possible differences between 
mothers who are depressed and mothers who are not in the quality 
of their interaction with their infants but it does seem from 
the detailed analysis of each pair that the individual differences 
between each mother-infant pair override any analogy with another 
pair on a depressed/non-depressed construct. Very large numbers 
of patterns of interaction would be needed to indicate whether 
depression as a factor influences mother-infant interaction 
in a consistent way across subjects. The clinical relevance 
of such a finding would be debatable anyhow since the main 
problem remains how to ensure that women who are depressed are 
helped to initiate or maintain optimum relationship with their 
infant. Further research is needed to evaluate the possible 
benefits Of using feedback from videotapes findings to help 
depressed mothers increase their awareness of the early 
communications that take place between them and their infants.
)
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APPENDIX 1
WANDSWORTH HEALTH AUTHORITY
F0nn of consent for.use by patients/volunteers, and of assent by parents of 
Children, undergoing investigations connected with clinical researchT
1. Brief cl trie of project:
Maternal depression and mother/baby interaction
2. Explanation of project:
This statement should be as brief as fairness permits, in lay language and 
fully intelligible to the average person. It should include:
a) The reason(s) for carrying out the project and the possible benefit to
medical science
b) Details of the procedures to be performed
c) The duration of the procedures to be performed
d) Identification of the risks or hazards involved; and
e) The likely degree of discomfort or pain involved
The study is an attempt to find out if there are any differences
between mothers who are depressed and mothers who are not in the 
way they relate to their babies. We will therefore wish to
videotape mothers and babies during feeding time, to see if any 
differences exist. Each recording will last for about 15 minutes 
and a total of 6 recordings per- mother will be necessary. Hopefully, 
these will-take place over 6 successive days. We will not ask you to
from, usual,..and you win be given plenty of 
opportunity to ask questions and get used to the video camera etc.
)
I. understand., that. I am entering this project of my own free .will and am free to 
withdraw"from this study at any time without necessarily giving any reasons. I 
understand that participation or non-participation in the - study. will not ^ ^  
prejudice treatment. --
-Date :Signed {‘byVtheirperson* in-charge of - the- project:
The..District Medical Ethical Committee has approved the above statement 
Signed by the Chairman of that Committee : ____
Form of consent for use by patients/volunteers* undergoing investigations connected 
w i t h  clinical research (* ■ please delete as appropriate)
i, - ______________________________ o f ____________________ ;________________ ____
 _____   ■ , give my consent to undergo the research
procedures described overleaf. The nature, purpose and possible consequences of 
these procedures, summarised overleaf, have been explained to me by
and are acceptable to me
Signed: (patient/volunteer)___________________    Date:
I am satisfied that the procedure has been explained to the patient/volunteer*, and 
I have witnessed his/her consent to take part.
Signature of Witness:  ________  "________  Date:
Name and address of Witness:
> —  — — ------
mie" ” =e,:“ ” * ” * ,e=e” ” ” " ™ m " * e , —” e ,* = a!,I*m * * ” * * ,= * * = * = * = = * R * r x = a a i = = « x * s * a a 3 s = = a B * = a r o i s r * « x M s = = E B * e 3 T r = » « a = c
Form of assent for use by parents/guardians* of children undergoing investigations 
connected with clinical research
Name of child: ’  .____________________________Age:__________
Address.  r* y t ~ . :l 1 t/t*~- -."f ■ :x!; * ■ - - <>• ■
I ,  "  o f
being the parent/guardian* of (name of. child) 
consent to my child/ward* undergoing the
research procedures described overleaf. The nature, purpose and possible . 
_yOnsequences of these procedures, summarised overleaf, have been explained to me by
and are acceptable to me
Signed: (parent/guardian*) _________ Date:
I am satisfied that the procedure has been explained to the parent/guardian* of
(name of child) ____   and I  have witnessed his/her assent).
Signature.,©!: Witness : ;  ^   •.•••• - ^ .Date: ; ,.... . .
Name and address of witness: -L - . • - r v.-.-. ' -i. .r -•
< XFismVp#?.-:-: vf
NOTE : Signed forms should be kept together for subsequent examination, if required, 
y Medical Ethical Committee. Such a collection or 'book* of consent forms will 
serve as a permanent record of authorised clinical investigations at this
nstitution. In addition it would be helpful to place a copy in the patient's case 
Rotes.
APPENDIX 2 ( a )
- Coding Key
- Example of coding sheet
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APPENDIX 2 ( b ) Kappa C o e f f i c i e n t s
The Kappa Coefficients were calculated using the formula in 
Maxwell (1977) as follows:
Rater 1
Rater 2 
1 o
P2 92
Total
k = p o Pc
1 - pc
where p0 = (a + d)
The Kappa Coefficie:
behaviour 1 = 0.98
behaviour 2 = 0.98
behaviour 3 = 0.98
behaviour 4 = 0.98
behaviour 5 = 0.97
behaviour 6 = 0.98
behaviour 7 = 0.98
behaviour 8 = 0.98
behaviour 9 = 0.98
behaviour 10 = 0.98
behaviour 11 = 0.98
behaviour 12 = 0.98
behaviour 13 = 0.98
behaviour 14 = 0.97
M = 0.96
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behaviour
behaviour
behaviour
behaviour
behaviour
behaviour
behaviour
behaviour
behaviour
15 = 0 .9 7
16 = 0 .9 8
17 = 0 .98
18 = 0 .9 8
19 = 0 .74
20 = 0 . 9 7
21 = 0 .9 7
22 = 0 .98
23 = 0 .98
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APPENDIX 3 :
Itemization of sequential analysis
Mary
B e h a v i o u r
Behaviour
)
Behaviour 3
Behaviour 4
)
Behaviour 5
B e h a v i o u r  6
Mary is significantly less likely to look at her 
infant after she has looked at and talked to the 
observer (2,4) after the infant's eyes are open 
(11) and after he is on the bottle (14).
Mary is more likely to look at the observer after 
she has looked at and talked to the observer (2,4). 
She is less likely to look at the observer after 
she has looked at the infant (1), after she was 
silent (5) after she has smiled at her infant (6) 
after she has touched/stroked her infant (8) and 
after she has talked to her infant (21).
Mary is more likely to look away after she has 
looked away (3). She is less likely to look away 
after her infant touches the bottle (19) or touches 
her (20).
Mary is more likely to talk to the observer after 
she has looked at and talked to the observer (2,4). 
She is less likely to talk to the observer after she 
has looked at her infant (1), after she has been 
silent (5), after she has smiled at her infant (6), 
after she has touched the infant (8), after he has 
vocalized (18) and after she has talked to her 
infant (21).
Mary is more likely to be silent after she has 
looked away (3). She is less likely to be silent 
after she has talked to the observer (4), after the 
baby's eyes are open (11), after the baby vocalizes 
(18), after she touches the bottle (19) or touches 
him (20).
Mary is more likely to smile to her baby after she 
has touched/stroked him (8), after the baby is off 
the bottle (15), after he vocalizes (18) and after
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Mary
Behaviour
Behaviour
Behaviour
Behaviour
Behaviour
Behaviour
Behaviour
Behaviour
she has talked to him (21). She is less likely 
to smile after she has looked at and talked to the 
observer (2,4), after the baby's eyes are open (11) 
and after he has been on the bottle (14).
7 No significance.
8 Mary is more likely to touch/stroke her baby after 
she smiled at him (6), after she has stroked him (8), 
after the baby vocalizes (18) and after she has 
talked to him (21). She is less likely to stroke 
the baby after she has looked at and talked to the 
observer (2,4), after she has been silent (5), after 
the baby's eyes are open (11) and after he is on the 
bottle (14).
9 No significance.
10 No significance.
11 The infant is less likely to have his eyes open after 
they have been open (11), after he has been on the 
bottle (14), after he has touched the bottle (19) 
and after he touches Mary (20).
12 No significance.
13 No significance.
14 The infant is less likely to be on the bottle after 
Mary smiled at him (6), stroked him (8), after his 
eyes were open (11), he vocalized (18) and after 
Mary talked to him (21).
Behaviour 15 The infant is more likely to be off the bottle after 
he has been off the bottle (15), after he vocalizes
Mary
(18) and after Mary talked to him (21). He is less 
likely to be off the bottle after he is on the 
bottle (14).
Behaviour 16 No significance.
Behaviour 17 No significance.
Behaviour 18 The infant is more likely to vocalize after Mary
smiles at him (6 ), after she touches/strokes him (8 ),
after he has been off the bottle (15), after he 
vocalizes (18) and after Mary talks to him (21).
He is less likely to vocalize after Mary looks at 
and talks to the observer (2,4), after she has been 
silent (5), after his eyes were open (11) and after 
he has been on the bottle (14).
Behaviour 19 The infant is more likely to touch the bottle after
he has touched it (19). He is less likely to touch 
the bottle after Mary looks away (3), after his eyes 
are open (11), after he has been on the bottle (14) 
and after he has shown other behaviours (2 2 ).
Behaviour 20 The infant is more likely to touch Mary after she has 
touched him (20). He is less likely to touch her 
after she looks away (3), after she is silent (5), 
after his eyes are open (1 1 ), after he has been on 
the bottle (14) and after he has shown other 
behaviours (2 2 ).
Behaviour 21 Mary is more likely to speak to her infant after she 
has smiled at him (6 ), after she has touched him (8 ), 
after he has vocalized (18) and after she has spoken 
to him (21). She is less likely to speak to him aftex 
she spoke to the observer (4), after his eyes were 
open (11) and after he was on the bottle (14).
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M ary
Behaviour 22 The infant is more likely to show other behaviours 
such as fingering his bib after Mary has looked 
away (3) and after he has been showing such 
behaviours (22). He is less likely to show other 
behaviours after Mary looks at him and after he 
touches Mary.
Behaviour 23 No significance.
Jane
Behaviour 1 Jane is less likely to look at her infant after
she has looked at the observer (2 ), she has looked 
away (3),after the infant's eyes are open (11) and 
after she has been on the bottle (14).
Behaviour 2 Jane is more likely to look at the observer after 
she has looked at and talked to the observer (2 ,4 ) 
and after she has looked away (3). She is less 
likely to look at the observer after she has looked 
at the infant (1 ). .
Behaviour 3 Jane is more likely to look away after she has 
looked away (3) and after she has kissed the 
infant (7).
Behaviour 4 Jane is more likely to talk to the observer after 
she has looked and talked to the observer (2 ,4 ).
"1 "î V  o  1 to talk to the observer - —CL±- l _ C J _
she has looked at the infant (1 ) and after she has 
been silent ( 5) .
Behaviour 5 Jane is less likely to be silent after she has
looked at the observer (2 ), after she has burped 
her infant (9), after the infant has looked around 
(13) and is off the bottle (15).
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Behaviour 6 No significance.
Behaviour 7 No significance.
Behaviour 8 No significance.
Behaviour 9 Jane is more likely to burp her infant after she
has burped her (9), she caretakes (10), the infant 
looks around (13), is off the bottle (15), 
vocalizes (18) and Jane has talked to her infant (21) 
She is less likely to burp the infant after she 
has been silent (5) and the infant touched her (20).
Behaviour 10 Jane is more likely to caretake after she has been
caretaking (10), after the infant looks around (13), 
is off the bottle (15) and after she shifted the 
position (23). She is less likely to caretake after 
the infant's eyes were open (1 1 ) and after she is 
on the bottle (14).
Behaviour 11 The infant's eyes are less likely to be open after
Jane looked at her (1), after she has burped her (9), 
been caretaking (1 0 ), after the infant has looked 
• around (13),is off the bottle (15) and vocalizes (18)
Behaviour 12 No significance.
Behaviour 13 The infant is more likely to look around after she 
has been burped (9), Jane was caretaking (10), she 
has been looking around (13), off the bottle (15), 
she vocalizes (18), mother talked to her (2 1 ), the 
position has shifted (23). She is less likely to 
look around after Jane was silent (15), the infant's 
eyes were open (11), she was on the bottle (14), she 
touched the bottle (19).
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Jane
Behaviour 14 The infant is less likely to be on the bottle after
Jane looks at her infant (1), after she burped her (9
after she caretakes (1 0 ), after the infant looks 
around (13), after she is off the bottle (15) and 
after she vocalizes (18).
Behaviour 15 The infant is more likely to be off the bottle after
Jane burps her (9), after she caretakes (10), after
she looks around (13), she is off the bottle (15) she 
vocalizes (18), after Jane talks to her (21) and aftei 
-x a position shift. She is less likely to be off the
bottle after Jane is silent (5 ), after the infant's 
eyes are open (1 1 ), after she is on the bottle (14), 
after she touches the bottle (19) and after she 
fingers her bib (2 2 ).
Behaviour 16 No significance.
Behaviour 17 No significance.
Behaviour 18 The infant is more likely to vocalize after Jane
burps her (9), after the infant looks around (13), 
is off the bottle (15), vocalizes (18), after Jane 
talks to her (2 1 ) and after a position shift (23).
She is less likely to vocalize after her eyes are 
open (1 1 ), she is on the bottle (14), she touches the 
bottle (19).
Behaviour 19 The infant is less likely to touch the bottle after 
Jane burps her (9), caretakes (10), after the infant 
looks around (13), she is off the bottle (15), she 
vocalizes (18).
Behaviour 20 The infant is more likely to touch her mother after
she touches her (20) and less likely after Jane burps 
her (9), after she looks around (13), after she is 
off the bottle (15), after she fingers her bib (22).
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Behaviour 21 Jane is more likely to talk to her infant after she 
has burped her infant (9), after she has been care­
taking (1 0 ), after her infant looked around (13), i; 
off the bottle (15), after she vocalizes (18), afte: 
Jane talks to her (21). She is less likely to talk 
to her infant after the infant's eyes are open (1 1 ) 
she is on the bottle (14), after she touches the 
bottle (19).
)
Behaviour 22 The infant is more likely to engage in other
behaviours after doing so (2 2 ), she is less likely 
to do so after touching Jane (20).
Behaviour 23 No significance.
Christine
)
Behaviour 1 Christine is more likely to look at her infant after 
she has looked at him (1 ), she has burped him (9 ), 
she has been caretaking (1 0 ), he has been looking 
around (13), he has been off the bottle (15), she 
has talked to him (21). She is less likely to look 
at her infant after she has looked at the observer 
(2 ), she has looked away (3), she has talked to the 
observer (4), she has stroked, touched the infant ( 8 : 
the infant's eyes have been open (1 1 ), he has been 
on the bottle (14).
Behaviour 2 Christine is more likely to look at the observer
after she has looked at the observer (2 ), she has
talked to the observer (4), is less likely to look
at the observer after she has looked at the infant
(1 ), she has looked away (3 ), she has been silent 
(5), she has burped the infant (9), the infant's eye 
are open (1 1 ),the infant is off the bottle (15), she
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Christine
Behaviour
Behaviour 4
)
Behaviour 5
)
Behaviour 6 
Behaviour 7
has talked to the infant (2 1 ),she has shifted 
the infant's position (23).
Christine is more likely to look away after she 
has looked away (3). She is less likely to look 
away after she has looked at her infant (1 ), she 
has looked (2) and talked (4) to the observer, she 
has been caretaking (1 0 ).
Christine is more likely to talk to the observer 
after she has been looking at (2 ) and talking to 
(4) the observer and after she has stroked or 
touched the infant (8 ). She is less likely to talk 
to the observer after she has looked at her infant
(1), looked away (3), been silent (5), her infant's 
eyes were open (11), he was on the bottle (14), 
she has talked to her infant (2 1 ).
Christine is more likely to be silent after she 
has been silent (5). She is less likely to be 
silent after she has looked at the observer (2 ), she 
has talked to the observer (4), she has kissed/ 
hugged her infant (7), she has stroked/touched her" 
infant (8 ), she has burped her infant (9 ), the 
infant has looked around (13), the infant is off 
the bottle (15), the infant has vocalized (18), she 
has talked to her infant (2 1 ).
No significance.
Christine is more likely to kiss/hug her infant after 
she has kissed/hugged him (7), he has looked around 
(13), he is off the bottle (15), she has shifted 
his position (23). She is less likely to kiss/hug 
him after she has been silent (5), his eyes have
been open (1 1 ), he is on the bottle (14).
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Behaviour 8 Christine is more likely to stroke/touch her
infant after she has talked to the observer (4), 
she has touched her infant (8 ). She is less likely 
to stroke/touch him after she has looked at him (1 ), 
she has been silent (5), he has touched the bottle 
(19).
Behaviour 9 Christine is more likely to burp her infant after 
she has looked at him (1), she has burped him (9), 
he has looked around (13),he has been off the 
bottle (15), he cries (17), she has talked to him 
(21), she has shifted his position (23). She is 
less likely to burp him after she has looked at the 
observer (2), she has talked to the observer (4), 
she has been silent (5), his eyes were open (11), 
he was on the bottle (14), he touched the bottle (19), 
he touched her (2 0 ).
Behaviour 10 Christine is more likely to caretake after she has 
looked at her infant (1 ), she has smiled at her 
infant (6 ), she has burped her infant (9), she has 
been caretaking (1 0 ), his eyes were shut (1 2 ), he 
was looking around (13), he was off the bottle (15), 
she was talking to him (2 1 ), she shifted his position 
(23). She is less likely to caretake after his eyes 
were open (11), he was on the bottle (14), he was 
touching her (2 0 ).
Behaviour 11 The infant's eyes are less likely to be open after 
mother burped him (9), his eyes were shut (12), he 
was looking around (13), he was off the bottle (15), 
his position was shifted (23).
Behaviour 12 The infant's eyes are more likely to be shut after 
he has been burped (9), his mother has been care­
taking (1 0 ), his eyes were shut (1 2 ), he was off 
the bottle (15), his position shifted (23). They
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are less likely to be shut after they were open (1 1 ) 
he was on the bottle (14), he touched his mother (20
Behaviour 13 The infant is more likely to look around after his 
mother looked at him (1 ), his mother kissed or 
hugged him (7), his mother burped him (9), he was 
looking around (13), he was off the bottle (15), 
she talked to him (2 1 ), his position shifted (23).
He is less likely to look around after his mother 
looked at the observer (2 ), his mother was silent ( 5  
his eyes were open (1 1 ), he was on the bottle (14), 
he touched his mother (2 0 ).
Behaviour 14 The infant is less likely to be on the bottle after 
his mother looked at him (1 ), his mother kissed/ 
hugged him (7), his mother burped him (9 ), his eyes 
were shut (1 2 ), he was looking around (13),he was 
off the bottle (15), his mother talked to him (21), 
his position shifted.
Behaviour 15 The infant is more likely to be off the bottle after 
his mother was silent (1 ), his mother kissed/hugged 
him (7),his mother burped him (9), his mother was 
caretaking (1 0 ), his eyes were shut (1 2 ), he was 
looking around (13), he was off the bottle (15), 
he cried (17), his mother talked to him (21), his 
position was shifted (23). He was less likely to 
be off the bottle after his mother talked to the 
observer (2 ), his mother looked away (3 ), his mother 
was silent (5), his eyes were open (11), he was on 
the bottle (14), he was touching the bottle (19), 
he was touching his mother (2 0 ).
Behaviour 16 No significance.
Behaviour 17 The infant is more likely to cry after his mother was 
burping him (9), he was off the bottle (15), he was
Christine
crying (17), his mother talked to him (21), his 
position was shifted.
Behaviour 18 The infant is more likely to vocalize after he has 
vocalized (18), he has touched to the bottle (19).
He is less likely to vocalize after his mother is 
silent (5).
Behaviour 19 The infant is more likely to touch the bottle after
he has vocalized (18), he has touched the bottle (19) 
He is less likely to touch the bottle after his 
mother stroked him, he was off the bottle.
Behaviour 20 The infant is more likely to touch his mother after 
he has touched mother (20) . He is less likely to 
touch his mother after she has looked at him (1 ), 
she has kissed/hugged him (7), she has burped him (9) 
she has been caretaking (1 0 ), his eyes were shut (1 2 ) 
he looked around (13), he was off the bottle (15), 
he was vocalizing (18), his mother talked to him (2 1 ) 
his position shifted (23).
Behaviour 21 Christine is more likely to talk to her infant after 
she has looked at him (1 ), she has burped him (9 ), 
he was looking around (13), he was off the bottle (15 ; 
she was talking to him (21). She is less likely to 
talk to her infant after she has looked at the 
observer (2 ), she has talked to the observer (4 ), she 
was silent (5), the baby's eyes were open (11), he was 
on the bottle (14), he was touching her (20).
Behaviour 22 No significance.
Behaviour 23 Christine is more likely to shift the baby's
position after she has looked at him (1 ), she has 
kissed/hugged him (7), she has burped him (9), she has 
been caretaking (1 0 ), the baby's eyes were shut (1 2 ),
Christine
Kate
Behaviour 
Behaviour 2
Behaviour 3 
Behaviour 4
he was looking around (13), he was off the bottle (15) 
he cried (17), she talked to him (21), she shifted 
positions (23). She is less likely to shift his 
position after she has looked at the observer (2 ), 
she was silent (5), his eyes were open (11), he was 
on the bottle (14), he was touching her (20).
Kate is less likely to look at her infant after she 
has looked at the observer (2 ), she has talked to 
the observer (4), she has stroked/touched the infant 
(8 ), the infant's eyes were shut (1 2 ), the infant was 
on the bottle (14), the infant was touching the bottle
(19), the infant was touching her (20).
Kate is more likely to look at the observer after she 
has looked at the observer (2 ), she has talked to the 
observer (4), she has stroked/touched the infant (8 ), 
the infant's eyes were shut (12). She is less likely 
to look at the observer after she has looked at the 
infant (1 ), she has been silent (5 ), her baby's eyes 
were open (1 1 ).
No significance.
Kate is more likely to talk to the observer after she 
has looked at the observer (2 ), she has looked away (3 ) 
she has talked to the observer (4). She is less 
likely to talk to the observer after she has looked 
at the infant (1 ), she has been silent (5 ), the 
infant's eyes were open (1 1 ).
Behaviour 5 Kate is less likely to be silent after she has talked 
to the observer (4), her baby has been looking around
Kate
Behaviour 6
Behaviour 7
)
Behaviour 8
)
Behaviour 9
Behaviour 10
(13), the baby was off the bottle (15), the baby 
touched the bottle (19).
Kate is more likely to smile at her baby after she 
has smiled at the baby (6 ), she is less likely to 
smile at her baby after the baby's eyes were closed 
( 1 2 ) .
Kate is more likely to kiss/hug her baby after she 
has looked away (3), the baby has looked around (13) 
she has talked to the baby (2 1 ), she has shifted the 
baby's position (23).
Kate is more likely to stroke/touch her baby after 
she has looked at the observer (2 ), she has stroked 
the baby (8 ), the baby's eyes were shut (1 2 ), the 
baby touched her (20). She is less likely to stroke 
touch her baby after she has looked at her baby (1 ), 
she has been silent (5), she has burped the baby (9), 
the baby's eyes were open (1 1 ), the baby was looking 
around (13), the baby was off the bottle (15), she 
talked to her baby (2 1 ), the baby was fidgetting ( 2 2  
she had shifted the baby's position (23).
Kate is more likely to burp the baby after she has 
been caretaking (1 0 ), the baby has been looking 
around (13), the baby was off the bottle (15), she 
talked to her baby (2 1 ), she shifted the position 
(23). She is less likely to burp the baby after she 
has stroked the baby (8 ), the baby's eyes were open
(1 1 ), the baby's eyes were shut (1 2 ),the baby was on 
the bottle (14),the baby was touching the bottle (19)
Kate is more likely to caretake after she has 
smiled at the baby (6 ), she has kissed/hugged the 
baby (7), she has been caretaking (10), the baby was
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off the bottle (15), she has talked to the baby (21) 
she has shifted the baby's position (23).
Behaviour 11 The baby is more likely to have her eyes open after 
she has had her eyes open (11). She is less likely 
to have her eyes open after her mother has looked 
at the observer (2 ), her mother has stroked/touched 
her (8 ),her mother has burped her (9 ), her eyes 
were shut (1 2 ), she looked around (13), she was off 
the bottle (15), she was touching the bottle (19), 
she was touching her mother (2 0 ).
Behaviour 12 The baby is more likely to have her eyes shut after 
her mother looked at the observer (2 ), her mother 
stroked/touched her (8 ), her eyes were closed (1 2 ), 
she was touching the bottle (19). She is less 
likely to have her eyes shut after her mother looked 
at her (1 ), her mother burped her (9 ), her mother 
was caretaking (1 0 ); her eyes were open (1 1 ), she 
looked around (13), she was off the bottle (15), 
her mother talked to her (2 1 ), her mother shifted 
her position (23).
Behaviour 13 The baby is more likely to look around after her 
mother kissed/hugged her (7), her mother burped 
her (9), her mother was caretaking (10), she looked 
around (13), she was off the bottle (15), her 
mother talked to her (2 1 ), her mother shifted her 
position (23). She is less likely to look around 
after her mother stroked/touched her (8 ), her eyes 
were open (1 1 ), her eyes were shut (1 2 ), she was 
on the bottle (14), she touched the bottle (19), 
she touched her mother (2 0 ).
Behaviour 14 The baby is less likely to be on the bottle after 
her mother looked at her (1 ), her mother burped 
her (9), her mother was caretaking (1 0 ), she was
Kate
looking around (13), she was off the bottle (15), 
her position was shifted (23).
Behaviour 15 The baby is more likely to be off the bottle after 
her mother kisses/hugged her (7), her mother 
burped her (9), her mother was caretaking (10), 
she was looking around (13), she was off the bottle 
(15), her mother talked to her' (21), her mother 
shifted the position (23). She is less likely 
to be off the bottle after her mother stroked/ 
touched her (8 ), her eyes were open (1 1 ), her eyes 
were shut (12), she was on the bottle (14), she 
was touching the bottle (19), she was touching her 
mother (2 0 ).
Behaviour 16 No significance.
Behaviour 17 The baby is more likely to cry after her mother
was caretaking (10), she was off the bottle (15), 
she vocalized (18).
Behaviour 18 The baby is more likely to vocalize after she
has cried (17), she has vocalized (18). She is 
less likely to vocalize after her eyes are shut (1 2 )
Behaviour 19 The baby is more likely to touch the bottle after 
she has her eyes shut (1 2 ), she has touched the 
bottle (19). She is less likely to touch the bottle 
after her mother looked at her (1 ), her mother was 
silent (5), her mother burped her (9), her mother 
was caretaking (1 0 ), her eyes were open (1 1 ), she 
looked around (13), she was off the bottle (15), 
her mother talked to her (2 1 ), her mother shifted 
the position (23).
Kate
Behaviour 20 The baby is more likely to touch her mother after 
her mother touches/strokes her (8 ), after she 
touches her mother (20). She is less likely to 
touch her mother after her mother looks at her (1 ), 
her mother is silent (5), she looks around (13), 
she is off the bottle (15), her mother talks to 
her (2 1 ), she fingers her bib (2 2 ), her position 
is shifted (23).
Behaviour 21 Kate is less likely to talk to her baby after she 
has burped the baby (9), she is caretaking (10), 
the baby looks around (13), the baby is off the 
bottle (15), the baby cries (17), she talks to the 
baby (21), she shifts the position (23). She is 
less likely to talk to her after she looks at the 
observer (2), she talks to the observer (4), she 
strokes/touches the baby (8 ), the baby is on the 
bottle (14), the baby touches the bottle (19), the 
baby touches her mother (2 0 ).
Behaviour 22 The baby is more likely to finger her bib after she 
has fingered her bib (22). She is less likely to 
finger her bib after her mother touches/strokes 
her (8 ), she touches her mother (2 0 ).
Behaviour 23 Her mother is more likely to shift the position after 
she has burped the baby (9), she is caretaking (10), 
the baby looks around (13), the baby is off the 
bottle (15), the baby vocalizes (18). Mother talks 
to the baby (21), mother shifts the position (23).
She is less likely to shift the position after she 
strokes/touches the baby (8 ),the baby's eyes are 
shut (12), the baby is on the bottle (14), 'the baby 
touches the bottle (19), the baby touches her 
mother (2 0 ).
Melanie
Behaviour
Behaviour
Behaviour 3
Behaviour 4
Behaviour 5
Melanie is more likely to look at her infant after 
she has looked at her (1 ), and after she has spoken 
to her (21). She is less likely to look at her 
infant after she has looked away (3), she has talked 
to the observer (4), the baby's eyes were open (11), 
the baby was on the bottle (14), she touched the 
bottle (19).
Melanie is more likely to look at the observer after 
she has looked at the observer (2 ), and after she
has talked to the observer (4). She is less likely
to look at the observer after she has looked away (3), 
and after she has been silent (5 ).
Melanie is more likely to look away after she has 
looked away (3) and after the infant touched the 
bottle (19). She is less likely to look away after
she looked at the infant (1 ), after she looked at
the observer (2 ),after she kissed/hugged the infant 
(7), after the infant's eyes were open (11), after 
she was off the bottle (15), after the infant cries
(17) and after she talked to her (21).
Melanie is more likely to talk to the observer after 
she has looked at the observer (2 ) and after she has 
talked to the observer (4). She is less likely to 
talk to the observer after she has looked at the 
infant (1 ), after she has been silent (5 ) and after 
the baby has looked around (13).
Melanie is less likely to be silent after the baby's 
eyes are open (11), after she is off the bottle (15), 
after the baby cried (17) and after she has talked 
to the infant (2 1 ).
Melanie
Behaviour
Behaviour
Behaviour
Behaviour
Behaviour
6 Melanie is more likely to smile at her infant after 
she has smiled at her (6 ), after she has kissed/
hugged her (7), after the infant has looked around
(13), after the infant has smiled (16), after she 
has vocalized (18). She is less likely to smile after 
the infant's eyes were open (1 1 ) and after she was
on the bottle (14).
7 Melanie is more likely to kiss/hug her infant after 
she has smiled at her (6 ), after she has hugged her
(7) and after she was off the bottle (15). She is
less likely to kiss/hug her after she looked away (3) 
and after the infant was on the bottle (14).
8 Melanie is more likely to stroke/touch her infant 
after she has done so (8 ), after the infant cries (17 
and after she has talked to her (21). She is less 
likely to stroke/touch her infant after she has been 
silent (5) and after the infant was on the bottle (14
9 Melanie is more likely to burp her infant after she 
has burped her (9), after she was off the bottle (15) 
after the infant cried (17) and after a position 
shift (23). She is less likely to burp her infant 
after the infant's eyes were open (1 1 ) and after she 
was on the bottle (14).
10 Melanie is more likely to caretake after she care­
takes (1 0 ), after the infant looks around (13) and 
after the infant is off the bottle (15). She is less 
likely to caretake after the infant's eyes are open
(1 1 ), after the infant is on the bottle (14) and 
after the infant touches the bottle (19).
Behaviour 11 The infant is less likely to have her eyes open after 
her mother is silent (5), after she looks around (13)
Melanie
after she is off the bottle (15) and after she 
smiles (16).
Behaviour 12 No significance.
Behaviour 13 The infant is more likely to lookaround after
Melanie smiles at her (6 ), after she looks around
(13), after she is off the bottle (15), after she 
smiles (16) and after a position shift (23). She 
is less likely to look around after Melanie talks 
to the observer (4), after her eyes are open (11) 
and after she is on the bottle (14).
Behaviour 14 The infant is more likely to be on the bottle after 
Melanie talks to the observer (4), after she is on 
the bottle (14) and after she touches the bottle (19). 
She is less likely to be on the bottle after Melanie 
looks at her (1), after she kisses/hugs her (7), 
after she burps her (9), after she caretakes (10), 
after she looks around (13), after she is off the 
bottle (15), after she cries (17) and after a position 
shift (23).
Behaviour 15 The infant is more likely to be off the bottle after 
Melanie kisses/hugs her (7), she burps her (9), she 
caretakes (1 0 ), the infant's eyes are shut (1 2 ), she 
is on the bottle (14), she cries (17) and after a 
position shift (23). She is less likely to be off 
the bottle after Melanie looks away (3), after she 
talks to the observer (4), after she is silent (5), 
after the infant's eyes are open (1 1 ), after she 
looks around (13) and after she touches the bottle (19
Behaviour 16 The infant is more likely to smile after Melanie smile: 
at her (6 ), after the infant looks around (13), after 
she smiles (16) and after she vocalizes. She is less 
likely to smile after her eyes are open (1 1 ) and after 
she is on the bottle (14).
Melanie
Behaviour 17 The infant is more likely to cry after Melanie burps 
her (9), after she cries (17), after Melanie talks 
to her (2 1 ) and after a position shift (23). she is 
less likely to cry after Melanie looks away (3 ), 
after she is silent (5), after she is on the bottle
(14) and after she touches the bottle (19).
Behaviour 18 The infant is more likely to vocalize after Melanie
smiles at her (6 ), after she kisses/hugs her (7 ), aft
she vocalizes (18). She is less likely to vocalize 
after her eyes are open (1 1 ) and after she is on the 
bottle (14).
Behaviour 19 The infant is more likely to touch the bottle after
Melanie looks away (3), after the infant is on the
bottle (14), after she touches the bottle (19) and 
after she touches Melanie (20). She is less likely 
to touch the bottle after Melanie looks at her (1 ), 
after she caretakes (1 0 ), after the infant looks 
around (13), after she is off the bottle (15), after 
Melanie talks to her (21) and after a position shift 
(23).
Behaviour 20 The infant is more likely to touch Melanie after
Melanie looks away (3), after the infant touches the
bottle (19) and after she touches Melanie (20). She 
is less likely to touch her mother after Melanie 
looks at her(1 ) and after she is off the bottle (15).
Behaviour 21 Melanie is more likely to talk to her baby after she
looks at her (1 ), she smiles at her (6 ), she strokes/ 
touches her (8 ), after the baby smiles (16), after 
she talks to the baby (2 ) and after she shifts the 
position (23). She is less likely to talk to her 
baby after she looks away (3), after she talks to the
Melanie
Behaviour
Behaviour
Kim
Behaviour
Behaviour 2
Behaviour 3
Behaviour 4
observer (4), after she is silent (5) , after the 
baby's eyes are open (1 1 ), after she is on the
bottle (14) and after she touches the bottle (19).
22 No significance.
23 Melanie is more likely to shift the baby's position 
after she burps her (9), after she is off the 
bottle (15) and after she cries (17). She is less
likely to do so after the baby's eyes are open (1 1 )
and after she is on the bottle (14).
Kim is less likely to look at her infant after she he 
looked at her (1 ), after she has looked at the 
observer (2 ), after she has talked to the observer (4 ] 
after she has been silent (5 ), after the baby's eyes 
were open (1 1 ), after she was on the bottle (14), 
after she touches the bottle (19) and after she 
touches mum (2 0 ).
"*"S more likely to look at the observer after 
she has looked at (2 ) and talked to (4 ) the observer. 
She is less likely to look at the observer after 
she has looked at her infant (1 ), after she has been 
silent (5), after the infant has looked around (13) 
and after the infant is off the bottle (15).
Kim is more likely to look away after she has looked 
at (2).and talked to (4) the observer.
Kim is more likely to talk to the observer after 
she has looked at and talked to the observer (2 ,4 ).
She is less likely to talk to the observer after 
she has locked at her infant (1 ), been silent (5 ),
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after her infant has looked around (1 3 ) and is off 
the bottle (15).
Behaviour
Behaviour 6 
Behaviour 7
Behaviour 8
Behaviour 9
Behaviour 10
’ Kim i s  l e s s  l i k e l y to be silent after she looks at 
her infant (1 ), after she burps her (9 ) and caretake 
(1 0 ), after the infant looks around (13)# is Qff 
the bottle (15) and after she talks to her infant.
No significance.
Kim is more likely to kiss/hug her infant after she
burps her (9), after the infant looks around (13),
is off the bottle (15) and after she talks to her 
infant (2 1 ).
Kim is more likely to touch/stroke her infant after 
having done so (8 ) and after the infant looks around 
(13). She is less likely to touch/stroke her after 
she has been silent (5), after the infant's eyes 
are open (1 1 ) and after she is on the bottle (1 1 ).
Kim is more likely to burp her infant after she 
kisses/hugs her (7), after she burps her (9) and 
caretakes (1 0 ), after the infant looks around (13), 
after she is off the bottle (15), after she vocalizes 
(18) and after Kim talks to her (21). She is less 
likely to burp her after she is silent (15) and after 
the baby's eyes are open (1 1 ).
Kim is more likely to caretake after caretaking (10), 
after the infant looks around (13), after she is off
the bottle (15), after she talks to her (22) and afte:
a position shift (23). She is less likely to care­
take after the baby's eyes are open (1 1 ).
Behaviour 11 The infant is more likely to have her eyes open after 
Kim has looked at the observer (2). She is less 
likely to have her eyes open after Kim has looked at 
her (1), after she has burped her (9) and been care­
taking (1 0 ), after the infant has looked around (13) 
and been off the bottle (15) and after Kim has spoken 
to her (2 1 ).
Behaviour 12 No significance.
Behaviour 13 The infant is more likely to look around after Kim has 
kissed/hugged her (7), after she has touched/stroked 
her (8 ), after she has burped her (9 ) and been care­
taking (1 0 ), after the infant has looked around (13), 
after she is off the bottle (15), after she vocalizes
(18), after Kim talks to her (21), and after her 
position is shifted (23). She is less likely to look 
around after Kim looks at the observer (2), after she 
is silent (5) and after the baby's eyes are open (11).
Behaviour 14 The infant is more likely to be on the bottle after
Kim looks at (2) and talks to (4) the observer. She 
is less likely to be on the bottle after Kim looks at 
her (1), is silent (5), burps her (9), or caretakes 
(1 0 ), after the infant is looking around (13), after 
she is off the bottle (15), after Kim talks to her 
(2 1 ) and after her position is shifted.
Behaviour 15 The infant is more likely to be off the bottle after
Kim kisses/hugs her (7), after she burps her (9) and
caretakes (1 0 ), after the infant looks around (13) and 
is off the bottle (15), after she vocalizes (18), aftei 
Kim talks to her (21)(and shifts her position (23).
She is less likely to be.off the bottle after Kim looks 
at and talks to the observer (2 ,4 ), after she is silent
(15), after the infant's eyes are open (11), after she
Kim
is on the bottle (14), after she touches the bottle
(19) and after she touches Kim (20).
Behaviour 16 No significance.
Behaviour 17 No significance.
Behaviour 18 The infant is more likely to vocalize after Kim burps
her (9), after she looks around (13) and is off the
bottle (15) and after Kim talks to her (21). She is 
less likely to vocalize after her eyes are open (1 1 ) 
and after she is on the bottle (14).
Behaviour 19 The infant is more likely to touch the bottle after
she touches the bottle (19) and touches Kim (20).
She is less likely to touch the bottle after Kim looks 
at her (1 ), looks at the observer (2 ), talks to the 
observer (4), the infant is off the bottle (15) and 
her position shifted (23).
Behaviour 20 The infant is more likely to touch her mother after 
she touches the bottle (19) and touches Kim (20).
She is less likely to touch her after Kim looks at 
her (1 ), looks at the observer (2 ) and after a positioi 
shift (23).
Behaviour 21 Kim is more likely to talk to her infant after she 
has kissed/hugged her (7), burped her (9) and been 
caretaking (10), after the infant looks around (13) 
and is off the bottle (15), after the infant vocalizes
(18), after she talks to her infant (2 1 ) and shifts 
the position (23). She is less likely to talk to her 
infant after she talks to the observer (2 ), she is 
silent (5), the infant's eyes are open (11), she is 
on the bottle (14), she touches the bottle (19) and 
touches Kim (20).
Kim
Behaviour 22 The infant is more likely to finger her bib (etc..)
after Kim looks at and talks to the observer (2,4) 
and after she has been fingering her bib (22).
Behaviour 23 Kim is more likely to shift the baby's position after 
she burps her (9),after the infant looks around (13) 
and is off the bottle (15), after she vocalizes (18) 
and after Kim talks to her infant (21). She is less 
likely to shift positions after the infant's eyes 
are open (11) and she is on the bottle (14), after 
she touches the bottle (19) and touches Kim (20).
)
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Present study:
Evaluation of a structured programme of group intervention with 
families experiencing parenting difficulties
)
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Abstract
This paper describes the evaluation of a group intervention programme for families 
who are experiencing parenting difficulties. The programme was developed by 
Puckering et al (1994) and is known as Mellow Parenting.
Mellow Parenting draws from Attachment Theoiy in making links between parents’ 
own experiences of being parented and their current ability to parent their children. A 
fourteen week structured group programme designed to help mothers make those links 
as well as find positive ways to manage their children was found by previous studies to 
have positive outcomes (Puckering et al 1994).
The present study compares one group of mothers participating in the programme with 
a control waiting group of mothers with similar difficulties.
The hypotheses were that the mothers in the intervention group would show 
improvements in their interactions with their child, would report less behavioural 
difficulties following attendance in the group, would show improvements in measures 
of mental health and would find the group enjoyable and supportive. Mothers in the 
waiting group were hypothesised to show no change on the same measures.
Video recordings of mother-child interactions were taken for both groups, 
standardised measures of child behaviour reports, measures of anxiety and depression 
as well as measures of parental bonding were used before and after intervention for 
both groups and the Adult Attachment Interview was used as a clinical tool for the 
women who attended the group programme. Finally anonymous feedback was 
gathered from a questionnaire to find out how the participants had felt about the 
group.
Results demonstrated positive changes for the group participants on measures of actual 
interaction, reported child behaviour problems, mothers’ mental health and no 
significant changes in the control group. Through the experience of participating in the 
group, mothers were able to make links between their own childhood difficulties and 
their current relationship difficulties with their child.
The feedback from the group participants indicated that they enjoyed the group 
programme and changed their behaviour and attitude to their child.
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Limitations of the current study are discussed in relation to sample size and measures 
used.
For families experiencing parenting difficulties. Mellow Parenting offers a valid form of 
intervention which addresses long standing relationship difficulties in a supportive and 
non-threatening environment. Families who do not easily engage with professionals in 
clinical settings are able to learn positive parenting skills and make changes in their 
relationship with their child as well as in their own lives.
Title:
Evaluation of a structured programme of group 
intervention with families experiencing parenting 
difficulties
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1. INTRODUCTION
In clinical studies of parenting difficulties, there is a need to face the 
difficult task of examining what parenting is about and how difficulties 
arise before attempting to intervene.
Psychological studies of parenting have often simplified the task by 
addressing specific aspects only and intervention studies have often 
evolved alongside and also undertaken one specific aspect of problematic 
parenting. However, a review of the literature and of the latest 
intervention studies suggest that a multi-faceted approach to parenting 
difficulties is necessary to account for the complexity of the task of 
parenting in itself and the complexity of the relationship between parents 
and children.
There seems to be a distinct polarisation in the literature between 
external factors linked to the parents’ social or economic situation, level 
of education etc.. and internal factors described as belonging to the child 
, such as behavioural problems or conduct disorders with a further group 
of researchers concerned with the relationship between the parent and the 
child and drawing on Bowlby’s Attachment Theory.
Clinical interventions often mirror this split and address one or other 
aspect of the parenting “spectrum”.
2. THF PRESENT STUDY
The present study aims at addressing issues of parenting difficulties based 
on the assumption that the relationship between parent and child and the 
quality of attachment is crucial to the presenting difficulties measured in 
behavioural terms but also that external factors linked to the families 
socio-economic situation and internal factors linked to the child’s 
temperament play an important role in the kind of relationship which 
develops between parent and child.
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The study addresses the parent’s own childhood experiences, their 
current mental health and their perception of their own needs and the 
needs of their children.
The intervention programme is a Mellow Parenting programme 
(Puckering et al 1994) and the current research is an evaluation of the 
efficacy of such a programme compared to a control waiting group.
3. LITERATURE REVIEW
3.1 Aspects of parenting
In a society struggling to find ways of coping with youngsters’ offending 
or challenging behaviours, there has been increasing interest in looking at 
the influence of parenting on a child’s future development. Poor 
parenting has been linked with a variety of problems, including abusive 
family relationships, child defiance and anti-social behaviour, 
interpersonal incompetence and poor academic performance.(Strand and 
Wahler 1996).
The very complex task of parenting has often been oversimplified into 
parenting skills or parenting practice but as research develops and 
intervention studies multiply, it becomes clear that the clinical response 
needs to take into consideration parenting as a whole. In essence it 
concerns the relationship between a parent and a child in all its aspects 
within their specific environment.
The parent brings into the relationship his/her own experience of being 
parented; his/her beliefs, values and attitudes about discipline ; his/her 
current mental health which would be in part linked to the level of 
support available within the family but also in the wider community as 
well as practical considerations of financial and economic support. 
Intervention studies addressing parenting often tend to focus on one 
aspect only whereas research studies demonstrate that a variety of factors 
can be linked to parenting difficulties.
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Socio-economic factors as well as the support mothers receive from a 
partner or family members clearly influence their parenting and their 
perception of their children’s behaviour (Cutrona 1984).
Raising children under conditions of socio-economic disadvantage, 
marital distress and social isolation has been shown to be related to poor 
parenting (Levit et al 1986).
Broader aspects have also been shown to be significant, including 
culture, socio-economic status, maternal age, education and family 
economic stress as well as presence or absence of the father:
Fox et al (1995) examined the parenting practices of over a thousand 
mothers with pre-school children and found less positive parenting 
practices among mothers who were younger, had more than one child 
living at home, were single, had a lower income level, and had lower 
educational attainment. These mothers also tended to perceive their 
children as demonstrating more difficult behaviour problems.
Simons et al (1993) studied the specific determinants that influence 
parenting and included marital satisfaction, parental beliefs about 
discipline, history of abuse as a child, grand-parents’ parenting practices, 
parents mental health and level of support. The child brings into the 
relationship specific characteristics, including temperament and 
behavioural difficulties.
A combination of internal and external factors are therefore involved in 
influencing the parents’ attitudes and behavioural responses to their 
children and shaping the kind of relationship they will have. These factors 
are linked in such an intricate fashion that it is often difficult to unravel 
the contribution each makes to a particular situation.
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3.2 The contribution of Attachment Theory
Attachment theory has contributed greatly to our understanding of some 
of the internal factors which influence parenting.
Bowlby’s theory postulates (1988) that the interactions between the 
infant and caregiver become internalised by the infant so that they 
become building blocks of an “internal working model” of the self, others 
and the world at large:
“The working models a child builds o f his mother and her ways o f 
communicating and behaving towards him, and a comparable model o f 
his father, together with the complimentary models o f himself in 
interaction with each, are being built by the child during the first few  
years o f his life and, it is postulated, soon become established as 
influential cognitive structures. The form they take, the evidence 
strongly suggests, are based on the child's real-life experience o f day- 
to-day interactions with his parents. Subsequently the model o f himself 
that he builds reflects also the images that his parents have o f him, 
images that are communicated not only by how each treats him but by 
what each says to him. [...] Once built, evidence suggests, these models 
o f a parent and self in interaction tend to persist and are so taken fo r  
granted that they come to operate at an unconscious level. ” pp 129-130 
Bowlby thus developed the concept of a “secure base”, initially the 
secure physical presence of the mother (or other attachment figure) 
which allows the child to explore her environment. As the infant grows 
and his/her needs change, the secure base becomes a psychological 
dimension in which the child is able to feel secure in the knowledge that 
his/her attachment figure is available when needed (secure attachment). If 
the child is not able to feel the availability of his/her attachment figure, 
s/he is more likely to be anxious and less able to explore or learn 
(insecure attachment).
Ainsworth (1978) developed a controlled procedure for classifying 
attachment patterns as part of her own extensive longitudinal studies.
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‘The Strange Situation” as it is known consists of a series of brief 
separations and reunions between one year-old infants and their parent. 
Their behaviour on reunion is rated and the quality of their attachment is 
classified as secure or insecure with sub-groups in the insecure band of 
insecure/ avoidant or insecure/ ambivalent. A further group of infants 
whose behaviour was not readily classified because of the chaotic and 
disorganised responses to their parent on reunion were later classified in 
a separate category of disorganised/ disoriented .
In her research in the different forms of attachment and detailed studies 
of mother-infant interactions, Ainsworth (1982) found that mothers of 
securely attached infants showed themselves to be sensitive to their 
infants signals and tended to respond in a variety of ways so that when 
their voice alone failed to soothe their infants, they picked them up and 
cuddled them. Mothers whose babies’ behaviour was classified as 
“avoidant” displayed a deep aversion to physical contact and were often 
rated as rough or threatening with their infants. They often perceived 
their infants’ demands as being in conflict with their own activities. Main 
(1991) and colleagues followed Bowlby’s assertion of the continuity of 
attachment throughout life by devising research tools which would 
measure attachment with older children through conversation, play and 
drawings as well as specific tests. They found a relation between security 
of attachment and aspects of what she termed “metacognitive 
functioning”: “Secure children more often spontaneously acknowledged 
experiencing more than one feeling at a time, and showed an awareness 
o f how feelings might change depending on the situation, f t .]  Our pilot 
studies with young children imply considerable concordance between 
security o f attachment and (1) autobiographical memory, (2) 
recognition o f the privacy o f thought, and (3) the meta-cognitive 
monitoring o f thinking, memory, and action. ”ppl68  
The natural progression for examining the quality of attachment through 
the life span was to find a way of classifying attachment in adults. The 
Adult Attachment Interview was developed by George, Kaplan and Main
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(1985) to assess the person’s ‘state of mind’ regarding attachment rather 
than a classification of attachment per se. In this structured interview, 
subjects are being asked questions about their early attachment 
experiences and also being asked about what effect those experiences 
might have had on them. The interview is then scored according to the 
way in which the person relates the experiences, the coherence or lack or 
coherence of their discourse as well as their state of mind in relation to 
the experiences, it is not scored according to the content of the person’s 
story. People are then classified as secure/ autonomous; insecure/ 
dismissive; insecure/ preoccupied and unresolved. Direct parallels have 
been found between mothers classification on the Adult Attachment 
Interview and their infant’s behaviour with them in the Strange Situation 
(Main 1991)
Main (1986) postulates that the avoidant infant is the victim of self- 
perpetuating conflict, caused by his mother’s aversion to physical 
contact.
“The situation is irresolvable because rejection by an established 
attachment figure activates simultaneous and contradictory impulses 
both to withdraw and to approach. The infant cannot approach because 
o f the parent’s rejection, and cannot withdraw because o f its own 
attachment. The situation is self-perpetuating because rebuff heightens 
alarm and hence heightens attachment, leading to increased rebuff, 
increased alarm and increased heightening o f attachment... In other 
words, by repelling the infant the mother simultaneously attracts 
him. ”p259
An infant can only escape by turning to another attachment figure if 
available or by avoidance through a shift of attention away from the 
mother.
“In order to account fo r patterns o f attachment increasingly becoming 
the property o f the child himself, attachment theory invokes the concept 
o f working models o f self and parents already described. The working 
models a child builds o f his mother and her ways o f communicating and
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behaving towards him, and a comparable model o f his father, together 
with the complementary models o f himself in interaction with each, are 
being built by a child during the first few  years o f life and, it is 
postulated soon become established as influential cognitive structures. ” 
P I32 (Bowlby 1988)
The transmission of attachment patterns was noted by Bowlby (1973): 
“Children tend unwittingly to identify with their parents and therefore to 
adopt, when they become parents, the same patterns o f behaviour 
towards children that they themselves have experienced during their own 
childhood. Patterns o f interaction are transmitted, more or less 
faithfully from one generation to another. ”p.96 
This tendency was later confirmed by empirical studies. Fonagy, Steele 
and Steele (1992) administered the Adult Attachment Interview to one 
hundred women expecting their first child and found that the resulting 
classification could predict with 70% accuracy the attachment category 
of the infant at age one.
This study demonstrates the strong links between mothers’ own state of 
mind as regards their attachment figure and their infant’s attachment 
category. Although it is important not to be over-deterministic about the 
significance of such results, they illustrate the influence of unconscious 
processes. Parents are often strongly motivated to avoid repeating the 
parenting they received but are not always able to find ways of doing so. 
The use of the Adult Attachment Interview in the present study will be to 
explore the links if any between the mothers’ own childhood experiences 
and their current difficulties in parenting rather than to get a classification 
of the mothers’ attachment category.
3.3 Links between poor parenting and psychopathology
Many studies have found insecure attachments to be a risk factor for 
psychopathology in later childhood and adulthood. (Greenberg et al 
1990; Lyons-Ruth 1993; Van Ijzendoom 1992,1995) and since there are 
clear links between the quality of parenting practices and the resultant
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pattern of attachment, poor parenting has been seen as a risk factor for 
psychopathology.
A study by Gotlib et al (1988) examined recollection of early childhood 
experiences in depressed adults, remitted and non-depressed adults.
Using the Parental Bonding Instrument, they found that depressed adults 
consistently reported less parental caring than other groups and both 
depressed and remitted groups reported more parental overprotection 
than non-depressed adults. They concluded that adults’ perceptions of 
their early parenting experiences were stable perceptions which were not 
affected by transient depressed affect.
Birtchnell (1993) tested Bowlby’s hypothesis that experiencing a poor 
relationship with parents in childhood predisposes the individual to poor 
relationships in adult life. In two samples of women within separate age 
bands, he found that recollection of poor care was associated with poor 
relating, lower age at marriage, poor quality marriage and early divorce. 
The study also showed a highly significant association between 
depression and the recall of poor maternal care but no such association 
for paternal care. Studies of maternal depression and mother-infant 
interactions have found that although depressed mothers did not report 
less feelings for their infants, they were shown to be less physically 
demonstrative and were less likely to respond to their infant’s 
vocalisations(Fleming et al 1988). Cox et al (1991) found however that 
depressed mothers were physically warm to their infants but 
unstimulating compared to non depressed mothers. The apparent 
disparity in research findings with depressed mothers may be an 
illustration of the multi-dimensional quality of depression and the 
attendant difficulty in making comparisons between studies.
Van Ijzendoom and Bakermans-Kranenburg (1996) in a meta-analysis of 
attachment representations measured by the AAI found that the parents 
of disturbed children showed more insecure representations of their own 
attachment experiences in childhood than did non-clinical parents. (Only
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a minority of 14% were classified as secure compared to 58% in the non- 
clinical population).
Crowell et a l(\9 9 \) examined the links between mothers 
conceptualisations of their relationships with their children and the 
children’s behavioural problems. In a sample of 49 mothers and their 
behaviourally disturbed children (5-11 yrs) they assessed interactions 
using free play, 3 tasks, separation and reunion. They also used rating 
scales from parents and teachers as well as self rating for children on 
feelings of depression and anxiety.
Mothers were given the AAI and classified as secure, dismissing or 
preoccupied.
They found that secure classification was associated with children 
reporting low levels of anxiety and depression and being described as 
competent and relatively low in symptomatology. Dismissing category 
was associated with oppositional and aggressive symptoms in the 
children, greater symptomatology and children’s self reports of distress.
3.4 Intervention studies based on attachment
Given the links found by many studies between attachment status, poor 
parenting and later psychopathology, there have been a number of 
intervention studies reported both in community and clinical settings. 
Although insecure attachment pattern is not pathological per se, it has 
been found to be a risk factor and several intervention studies have aimed 
at influencing the development of secure attachment. Some studies 
attempted to foster secure attachment by acting on mothers’ behaviour 
and responsiveness to their infants in the first few weeks of life. 
Van-den-Boom and Dymphna (1994) reported on an 3 months’ 
intervention with mothers of young infants in which mothers were helped 
to monitor their infants’ signals and to respond sensitively and 
appropriately. They found that at one year, a significantly greater number 
of infants in the intervention group demonstrated secure attachment to 
their mothers compared to the control group.
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Erickson et al (1992) reported on a preventive project with high-risk 
mothers and their infants aimed at enhancing the quality of the infant- 
mother attachment relationship through the modification of the mother’s 
mental representation of attachment. The intervention allows mothers to 
face their own developmental history, to examine its effects on parenting 
and to express feelings regarding past and present close relationships.
The mothers were thought at risk because of poverty, lack of education, 
single status and social isolation. Mothers were randomly assigned to a 
year long programme of intervention which included home visits and 
group meetings. Although the mothers in the treatment group were found 
to be more sensitive, more stimulating to their infant and generally coping 
better, at one year, only 46% of children showed securely attached 
behaviour compared to 67% in the control group. There were no data 
reporting change if any in the mothers’ mental representations of their 
own attachment.
Intervention studies reviewed by van Ijzendoom et al (1995) aimed to 
improve both parental sensitivity, i.e parents’ observed behaviour in their 
interaction with their children and/or parents’ mental representations of 
attachment. They found that most studies reported changes in parental 
sensitivity after intervention but not in attachment representations.
Van Ijzendoom et al (1995) concluded that even considering the studies 
which indicate a positive enhancement of maternal sensitivity and 
attachment security, these do not imply a change in maternal attachment 
representation. They stated that “the empirical impact o f sensitivity on 
attachment appears to be only modest and not in accordance to its 
central position in attachment theory. [...] There must be other ways in 
which parents influence their children’s ’ attachment formation than 
through sensitive interactions. ”
The reported efforts made at shifting maternal attachment representation 
have so far shown little success and the links between mental 
representation and external observable behaviour remain tentative.
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3.5 Intervention studies: group settings
Other studies addressed social isolation rather than attachment per se and 
have taken the view that the parents’ external rather than internal reality 
needs to be addressed.
Fleming et al (1992) offered a eight week social group to mothers 
recruited through the maternity ward who scored above the depression 
cut-off but with no current serious psychiatric history They offered some 
of them a group experience aimed at finding support through group 
discussions. The sessions were broadly structured and followed a set of 
topics but were flexible enough to allow mothers to discuss topics at 
their pace. There was also an infant oriented component which addressed 
norms and development. A comparison with two control groups (one 
with no intervention, the other with weekly mail contact) indicated that 
although there was improvement in the mother-infant interaction for the 
mothers who attended the group, there was no improvement on measures 
of mood and affect compared to the control groups. Social support on its 
own does not seem to improve depressive moods.
A number of studies have attempted to address parenting difficulties at a 
later stage when children present to clinical services for behaviour 
disorders (Kazdin 1990).
It is likely that parenting difficulties arise from a combination of factors, 
both internal and external and that interventions need to address this 
complexity rather than keep too narrow a focus.
3.6 Intervention studies: parent training in clinical settings
The majority of intervention studies involved parental skills training in 
which parents learn the basics of social learning theory and are taught 
behavioural methods to stop reinforcing unwanted behaviours and learn 
to reinforce desirable behaviours.
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Gross et al (1995) reported on a training programme for parents who 
rated their two-year old children as having behavioural difficulties on the 
Eyberg Child Behavior Inventory. The training consisted of ten group 
sessions in which parents were taught basic positive behavioural 
strategies and used videotaped examples to stimulate discussion.
They reported significant increases in parenting efficacy, positive 
interactions between mothers and their toddlers and decreases in 
parenting stress as well as a perceived change in the children’s behaviour. 
The fathers in the intervention group however did not demonstrate 
significant improvements. Most of the fathers did not attend the majority 
of the sessions. One limitation of the study is that the sample came from 
middle-class families who worked easily with professionals whereas 
Miller and Prinz (1990) found that single-parent and low-income families 
are less likely than middle-class samples with two parents to remain in 
parent training programmes or maintain improvements following 
participation. This reflects the findings of other studies which have 
reported some degree of success and found the teaching of parenting 
techniques to be effective in reducing anti-social behaviours (Patterson et 
al 1993) but have also found limitations with some families who have 
typically failed to respond to the intervention or dropped out too early to 
benefit..
Parent and family characteristics such as marital distress, spouse abuse, 
lack of supportive partner, maternal depression and high life stress were 
particularly associated with treatment relapse and fewer gains in review 
studies such as Stratton and Hammond (1990). They also found that 
families with socio-economic disadvantages and a lack of social support 
for the mother are less likely to maintain the benefits gained afier 
intervention.
The factors associated with little or no gain from intervention are the 
same factors associated with behavioural difficulties in children and poor 
quality of parenting.
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In a study of four hundred families referred for their children’s 
behavioural difficulties, Webster-Stratton (1990) found that 75% of 
parents reported having divorced at least once or described their 
marriage as highly stressed. The mothers of these children reported 
higher levels of depressive symptoms. Minor or major negative life stress 
was also found to be twice as high than with non-clinical families. A high 
percentage of families dropped out of treatment.
Other researchers have reported that marital distress, negative affect, 
disagreement over child rearing and ineffective marital communication 
are associated with children’s behaviour problems. (Jouriles et al 1991) 
These findings highlight the importance of other aspects of the 
relationship and of the wider family environment such as the way parents 
feel, communicate and resolve conflicts generally. These aspects clearly 
have an influence on children’s behaviour problems and possibly need to 
be addressed as well as the parenting behaviour itself.
Webster-Stratton hypothesised (1994) that, rather than a specific deficit 
in parenting skills per se, parents of conduct disordered children have a 
more general “relational deficit” in communication, conflict resolution 
skills, and affect regulation. This relational deficit is reflected on several 
levels (e g marital, parental, interpersonal, and personal). In this model, 
one possible reason that typical parent training programs fail to produce 
improvements in some families may be that the focus is too narrow; they 
do not alter parents’ negative communication patterns, anger 
management difficulties, and poor problem solving techniques, all of 
which are still being continuously modelled for their children at home. In 
other words, even if treated parents use more effective parenting skills, 
their children still learn negative, ineffective relational styles by directly 
observing their parents’ interpersonal communication patterns and their 
responses to interpersonal stress.
Webster-Stratton used a broad based treatment component using 
videotape modelling plus therapist led discussions to improve family 
communication, problem-solving and coping skills. The package was
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developed after an analysis of 218 families who had received the standard 
parent training.
She found only partial support for the hypothesis that the extra package 
would lead to improvements in parents’ communications and problem 
solving skills. Compared to the control group, there were no significant 
improvement in the reports of marital satisfaction, anger or stress levels. 
Parents who had received the extra training did not report enhanced 
improvements in their children’s behaviour, nor did the independent 
observations of parent-child interactions in the home indicate better 
interaction patterns than the standard training.
This study gives an example of how some treatment packages have 
evolved into vast interventions but do not seem to achieve the kind of 
changes commensurate with the resources deployed.
3.7 Intervention studies in community settings
It may be that clinical settings are not the best place to tackle all the 
aspects of the parent-child relationship difficulties. Indeed various 
parenting programmes have developed in community settings especially 
in the United States. Cunningham et al (1995) reported on a comparative 
study between a parenting project with one group receiving support in a 
clinical setting and another group receiving support in a community- 
based programme. The programme involved a combination of using 
videos to identify problems and discuss solutions and role playing 
exercises as well as homework in between sessions. They found that the 
families who attended the community based groups were more likely to 
keep attending and showed greater improvements in managing their 
children as well as better maintenance of gains at follow up. They also 
found that disadvantaged families were more likely to use the community 
based group. In comparison to more didactic programmes, they found 
more positive participation in the sessions, improved adherence, a greater 
sense of efficacy and more favourable feedback.
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It seems therefore that the clinical setting of some parenting programmes 
may be a barrier for some of the families most in need of such a service. 
One of the best known community parenting project in Britain is the 
Newpin Project in South London which was created in response to the 
concern of local professional workers at the high level of child abuse and 
family dysfunction in the area.
Newpin receives referrals from health visitors and social workers and the 
aims of the project are to raise self-esteem and quality of life in an 
attempt to combat depression, isolation and difficulties in parenting. 
Volunteers from the community become befrienders after a short training 
and are paired up with a referred mother. Referred mothers are then 
offered home visits from their befriender and are also encouraged to use 
the Centre to meet in groups and as a drop-in facility. The original 
project expanded throughout the U K with ten such centres offering an 
intervention package of social involvement, therapy and training under 
the same logo of NEWPIN. Newpin aims at raising the self-esteem of the 
mother and the quality of life of the family as a whole rather than address 
children’s behavioural difficulties in isolation.
By providing a warm supportive environment in which mothers are 
nurtured and not judged, it is acting as a “good enough parent” to the 
mothers themselves who will as a result be able to provide better 
parenting to their children. Through the process of helping mothers take 
care of their own needs, it is hoped that they will feel cared for and that 
the quality of their parenting will improve.
An evaluation by Cox e ta l{\9 9 \)  found some positive improvements in 
the mother’s self-esteem, depression and social isolation especially after a 
long period of involvement (up to twelve months) but little change in the 
measured parent-child interactions. A further evaluation of the service by 
Oakley et al (1995) focused on four centres and examined their referrals 
for 1994. They found that over half of the referrals listed never used 
NEWPIN. They argued that there was a lack of clarity about the
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population NEWPIN is aimed at and call for more rigorous approach to 
test its effectiveness.
A structured programme of intervention was developed from the 
NEWPIN experiment by Puckering et al (1994). Known as ‘Mellow 
Parenting” it is run in a community setting and combines group 
psychotherapy for mothers over a four months period with direct 
parenting work with use of videotapes and homework assignments.
The combination of both approaches is aimed at addressing the mothers 
own needs and provide a forum to examine specific parenting topics. A 
multi-dimensional approach to parenting was developed which addressed 
six major dimensions of parenting:
• responsiveness and sensitivity to the child and warmth
• mutual co-operation and negotiation
• structural anticipation
• conflict and control issues
• emotional containment and distress
• autonomy.
These dimensions provide the framework for the structured programme 
and for the coding of video-taped interactions.
Mothers are encouraged to reflect upon issues and practice different 
ways of interacting with their children through homework which is then 
be discussed at the following group. The framework of the group is such 
that it encourages group members to experience the above dimensions 
for themselves through the experience of being contained and valued by 
the group leaders and by each other. The group leaders offer a model of 
positive parenting to the participants which can hopefully be transferred 
to the participants’ relationship with their own children.
The evaluation by Puckering et al (1994) reported improvement on all 
the observational variables (obtained from coding and analysing 
videotapes of mother-child interactions before and after the intervention) 
as well as improvement in children’s’ behaviour reported by mothers.
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They advise that fathers need to be involved in future programmes so 
that changes in interaction be tried out by both partners and as a way to 
ensure that both parents feel they have an important role to play in the 
upbringing of their children.
3.8 Involvement of fathers
Rustia and Abbott (1993) collected data in longitudinal studies for first 
time fathers and for multiple-time fathers in order to examine in more 
detail the perceived roles of fatherhood and the actual behaviour of 
fathers in their caretaking activities. They considered the cultural factors 
surrounding a change in the perception of fathers towards more 
involvement in caring for their children and tested out whether fathers 
actual involvement in child care would match their expectations of the 
paternal role. They found that first time fathers performed more infant 
care tasks than multiple time fathers . They also found that wives’ 
expectations of fathers’ involvement were consistently higher than 
fathers’ actual performance and that fathers’ expectations of their 
involvement were higher than their actual performance, confirming that 
changes in cultural perceptions are not fully matched by changes in 
behaviour.
McBride and McBride (1993) suggest that parent-education programmes 
designed specifically for fathers may reduce the gap between 
expectations of paternal role and caretaking behaviour. A study by 
McBride and Darragh (1995) examined the relationships between 
parental attitudes and perceptions in families with varying paternal 
participation in child-rearing. They found that families with high levels of 
paternal involvement have different attitudes to the paternal role than 
families with low paternal involvement. They recommend that parenting 
programmes incorporate specific support for the role of fathers and 
provide men with alternative role models for fatherhood. They suggest 
that “a goal o f such programmes should be to provide fathers with the 
opportunity to interact with other men who share their interests in
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fatherhood and who desire to change traditional parenting patterns 
exhibited by men.[...] Parenting programmes fo r fathers can serve as 
socialising agents fo r men struggling to meet changing expectations for 
fatherhood. ”
3.9 Literature Summary
The literature on parenting demonstrates the multiple facets of parenting 
and parenting difficulties. Intervention studies have often addressed one 
main aspect of the parent-child relationship; either parenting skills, social 
support, the nature of the child’s attachment to his/her carer or the 
carer’s sensitivity to the child. Few intervention programmes aim to 
combine internal and external factors relevant to parenting.
Mellow Parenting provides an integrated approach in which these facets 
are addressed. It offers a group setting which helps combat some of the 
isolation and lack of support reported by mothers, the setting is 
community based rather than clinical to allow parents who would not 
attend clinics to participate in the programme and to get away from an 
“expert” approach to parenting in which “skills” have to be learned. 
Parenting skills are clearly important but the notion of the mother-child 
relationship derived from Attachment theory is central to Mellow 
Parenting and central to this study. Particular efforts are made to help 
mothers make links between their relationship to the child and its 
emotional context and the child’s behaviour and response. Skills based 
interventions often emphasise the teaching of specific skills based on 
learning theory principles but not enough attention is given to the 
mothers’ emotional experience and to the possible reasons why it may be 
difficult for them to apply simple skills. Mellow Parenting aims at 
bringing parenting skills in the context of the parents’ own needs and 
factors relating to their own childhood as well as early bonding 
experience with the child which become strong influences in the kind of 
relationship which develops.
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4. THE STUDY
4.1 Rationale of the research
The theoretical framework of the present study is provided by the 
concept of Attachment and its central role in the relationship between a 
child and his/her primary carer (the mother in the present study). The 
intervention does not aim at changing attachment patterns but rather uses 
attachment theory as a basis for understanding how the relationship 
between mother and child becomes locked in a pattern of negativity 
which leads to behavioural difficulties in the child. The programme of 
intervention helps mothers explore the links between their own past 
childhood experiences and the quality of the current relationship with 
their child. It also provides opportunities for understanding how 
relationship difficulties get translated into behavioural difficulties in 
children and the ways in which children express their emotional 
difficulties through their behaviour.
4.2. Aims of the study
The present study aims to evaluate a Mellow Parenting programme with 
a group of women experiencing parenting difficulties and compare these 
results with a similar group of women waiting for the intervention.
A parallel group for fathers will also be evaluated and compared with 
fathers in the waiting group.
Both experimental and control groups are to be recruited at the same 
time and with similar criteria but will come from different areas of Fife 
matched for deprivation scores.
Within the experimental group the aims are:
- to help mothers explore the quality of their relationship with their child 
in the light of their own childhood experiences
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- to provide mothers with positive parenting skills through close video 
observations by developing a better awareness of the specific skills 
involved in parenting, being able to recognise them in their own 
interactions and reinforce them.
- combat social isolation by providing a whole day where mothers are 
offered support and can support each other
- avoid stigmatisation of clinical settings by using a community setting 
and local resources.
4.3. Hypotheses
1. Compared with the waiting group, mothers participating in the 
Mellow Parenting programme would demonstrate more positive 
interactions and less negative interactions with their child.
2. They would report less difficulties in their children’ behaviours
3. They would show improvements in their mental health .
4. Fathers who participated in a parallel group would show similar 
improvements
5. Families in the waiting group would show little or no change over the 
waiting time
4.4. Sample
Families were recruited from social workers, health visitors, nursery 
schools who had been sent an explanatory leaflet (Appendix I(ii)) 
announcing a forthcoming parenting group. There were also referrals 
from voluntary agencies and from the child psychology department. All 
potential referrers were asked to invite families to think about joining the 
group but to stress their own choice in the matter. They were also given 
an explanatory leaflet about the group. (Appendix I(iii))
All referred children had to be of pre-school age.
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Criteria for inclusion in the group were:
1. Parenting difficulties or relationship problems, including Child 
Protection issues.
or
2. Family violence 
or
3. At least two of the following:
Child behaviour problem 
Mother with mental health problems
Difficulties with current family relationships or with family of origin 
Eight participants were recruited for the experimental group and eight for 
the control waiting group. The assignment of participants to one or the 
other depended on their geographical location as one group was to start 
in the west of Fife first followed by another group in the central area of 
Fife.
One participant dropped out of the experimental group, her children had 
been taken into care and she became unable to commit herself to 
completing the programme. She had been referred by the social work 
department and considered that her ability to complete the parenting 
programme may be linked to whether or not her children may be returned 
to her care. This illustrates the importance stressed by Puckering et al 
(1994) of allowing the participants to make an informed choice based on 
their own motivation for change rather than on agencies’ perceptions of 
need.
It did not prove possible to recruit a fathers group since out of four 
available fathers in the original sample, two worked in the day and two 
worked in the evenings. Overall fathers interviewed felt more positively 
about a parents group including both parents than a group exclusively for 
fathers.
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4.5 Measures
1. General demographic details from the initial interview
All participants were interviewed using a semi-structured format to 
gather basic demographic information as well as details of the kind of 
difficulties they were having with their child (Appendix I(iv). They were 
given the opportunity to ask questions about the group, to read the 
information provided and to give consent to participating in the study 
(Appendix I(v) and I(vi)).
2. Observational measures
Mother-child interaction was assessed using videotapes :
a. Pre and post-group videotapes of a mealtime (15 mns) filmed at 
home were analysed by 2 trained observers blind to the condition of the 
mothers (experimental or control)
Following previous research by Puckering et al (1994), the following 
dimensions were coded and instances of particular behaviours counted:
• Parent’s positive affect (verbal approval, laugh, nice tone, positive 
exclamation...)
• Child’s positive affect (includes touch, tone, laugh, smile, ‘thank 
you...)
• Parent’s negative affect (negative tone, harsh order, threat, tease, 
criticism, hostility, fierce gesture...)
• Child’s negative affect ( verbal negative tone, aggression, cheek...)
b. An overall rating of sensitive responsiveness to the infant on a 
scale from 0 to 4 was also given by trained observers from a format 
devised by Herbert (1993)(Appendix II(i)).
c. The same videotapes were coded by trained observers for an 
overall rating of psychological care on a scale from 0 to 5.( Herbert 
1993)(see Appendix II(ii)).
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3. Hospital anxiety and depression scale (HADS Zigmond and 
Snaith 1983)
This is a widely used measure of anxiety and depression which consists of 
fourteen questions in all, seven for each scale such as eT feel as if I am 
slowed down” with a choice of possible rating of “Nearly all the time ; 
’’Very often”; ’’Sometimes”; ’N ot at all”.
In previous studies, the scale was found to be a reliable instrument for 
detecting states of depression and anxiety and the anxiety and depression 
sub-scales were also found to be valid measures of severity of emotional 
disorder. (Zigmond and Snaith 1983)
The HADS was administered before and after the group for mothers 
participating and for the mothers who were in the waiting control group.
4. Child Behaviour Checklist (Achenbach 1992)
Was administered before and after the group sessions for both sets of 
mothers.
It is a standardised instrument for assessing a broad array of 
psychological difficulties in children which includes 113 items describing 
various kinds of behaviour. Mothers rated their child’s behaviour on a 
series of statements with a rating on a three point scale (0= Not true; 1 = 
Sometimes true; 2 = Often true).
The questionnaires for 2-3 yr olds was used and the specific measures 
derived were:
• Anxious/Depressed Behaviour
• Withdrawal
• Sleep problems
• Somatic Problems
• Aggressive Behaviour
• Destructive behaviour
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More global measures of how the child expresses his/her problems 
externally or internally are also derived and a total score gives an 
estimate of the overall extent of problem behaviour, (see Appendix Hiii) 
Its reliability and validity has been demonstrated in both clinical and non- 
clinical populations and across cultures.
5. Parental Bonding Instrument (Parker et al 1979)
The FBI is a 25-item self-report measure of parental bonding composed 
of the two sub-scales of parental care and parental overprotection. Used 
together, the scales form an instrument which gives a measure of optimal 
or distorted parental bonding, (see Appendix IIIi).The subjects 
‘perceptions of their parents during their childhood with respect to the 
amount of demonstrated care and control they experienced The 
“perception of mother” form of the PBI was used in the present study. 
The PBI has been found to possess acceptable psychometric 
properties.(Parker et al 1979).
The results of further studies (Parker 1981; Parker and Liscombe 1981) 
suggest that the PBI is a valid measure of actual, and not just perceived, 
parental characteristics.
6. Adult Attachment Interview (George et al 1985)
This semi-structured interview to be administered by a trained clinician 
consists of 20 questions aimed at eliciting a narrative concerning the 
person’s childhood, their relationship with their parents, changes in the 
relationships over time and evaluations of why their parents behaved as 
they did during the person’s childhood.
There are also specific questions which ask what the person did and felt 
as a child when s/he was upset, hurt, ill or separated from parents.
This interview was administered once during the group programme and 
was used for clinical purposes, to increase the person’s awareness of the 
links between her own childhood experiences and her current parenting 
difficulties.
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7. Anonymous feedback questionnaire about the group
Mothers who attended the group anonymously filled in a feedback 
questionnaire devised by Puckering, Mills and Rogers as part of the 
Mellow Parenting manual.(Appendix Ill(ii).
5. PROCEDURE
5.1. The Mellow Parenting Programme
A programme manual developed by Puckering ,Mills and Rogers (1995) 
was used and both the author and co-worker in the group (the project 
leader of a community centre) were trained by Christine Puckering in the 
particular framework of Mellow Parenting and ways of running the 
group.
Participants recruited for the intervention attended a fourteen-week 
programme of sessions one day per week as follows:
1. Mothers group ( 90 mns 1
In the morning, mothers attend a psychotherapy group run by two 
professionals while the children are looked after in the crèche setting.
The main aim of the group is to provide a forum for discussing the links 
between the mothers’ own experiences in childhood and their current 
parenting experiences.
Simple worksheets are used as prompts to help them reflect on and share 
past and current experiences.
2. Lunch and activity period. Parent/child interaction 
( 60 mns + 30mns)
At lunchtime, staff mothers and children prepare food and eat together. 
After lunch mothers are invited to join in a practical activity with their
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child which may be basic art and craft or a game. Staff are available to 
prompt and assist mothers but overall this time is for mothers to be 
involved with their children and enjoy their company.
This period is videotaped by a research assistant.
3. Video feedback group ( 90 mns )
This group is spent discussing topics based on the six dimensions of 
parenting mentioned earlier ( autonomy, anticipation, warmth and 
stimulation, co-operation, emotional containment of distress, and 
control.)
This is done with worksheets, videos of interactions taken at home or in 
the previous group sessions and specific examples from the lunch and 
activity session.
Mothers are encouraged to try out solutions to their difficulties as 
‘homework’ and report back to the group. The programme includes 
discussions on (a) how to play with your child; (b) using praise and 
rewards effectively; (c) managing misbehaviour; (d) setting limits 
appropriately (see Appendix IH(ii) for examples of worksheets).
A clear commitment to working on strengths is expected and mothers are 
encouraged to support and help each other with ideas and suggestions. 
The professionals involved are there to run the group but not to be seen 
as a source of expert advice.
4. Fathers group ( 90 mns )
The format of the fathers’ group is a combination of the two mothers 
group with one part examining links between past childhood experience 
and current parenting experiences and the second part looking at 
videotapes of father-child interactions and discussing practical ways in 
which positive parenting can be enhanced.
Homework task are also discussed and reported on the following week. 
Although a fathers group had been planned, it was not possible to run it 
on this occasion for the reasons described above.
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5.2. Attendance
Of the eight participants who started the group, one dropped out early 
after having attended two half days, but for the remaining seven, 
attendance to the group sessions was very high. Five participants 
attended all fourteen days, one attended thirteen days and one attended 
twelve.
5.3 Home videotaping
Once participants had agreed to take part in the group, a psychology 
assistant arranged to visit at home during a mealtime and video the 
interactions for fifteen minutes both before the start of the group and 
after completion for the experimental group and at the same fourteen 
week interval for the control group.
These videotapes were then used in the afternoon group sessions to help 
mothers draw out the positive interactions however minute which do take 
place. Two psychology assistants blind to the mothers condition rated the 
videotapes for positive and negative interactions, maternal sensitivity and 
responsiveness and psychological care of the child.
5.4 Reliability
Inter-observer reliability was assessed by double coding and checking a 
random sample of tapes and Kappa coefficients were calculated.
Reliability scores ranged between .72 and .96 (M=.891)
5.5 Adult Attachment Interviews: Qualitative data for group 1 
The interview was conducted for clinical purposes and not for scoring 
purposes, only the experimental group were interviewed during the course of 
the group programme.
Participant 1:
Life events: SI described a series of difficult life events in her early 
childhood. When she was four and a half and her mother was expecting her 
brother, SI developed a life endangering illness which led to hospitalisation 
for six months.
Relationship with mother :the relationship between her parents was often 
acrimonious and her mother left the house on frequent occasions. She also
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had episodes of mental illness which required hospitalisation. Eventually 
Mum left the household when SI was about six years old. SI described her 
feelings as “always scared I would lose her, she was always on the edge of 
walking out”. She also described neglect towards her younger brother: “Mum 
took no notice of my wee brother, she kept him in a soggy nappy all day.”
SI described the relationship with her mother as unruly, unsettled, 
frightening and feeling scared and lost.
Relationship with father: S i’s father became the only parent in the house 
from when she was six until she left home. She described her relationship 
with her father as frustrating and scary. She remembers being always scared 
of him and his reactions, she knew he would take his anger out on the 
children. Although she showed some idealisation of her father and the fact 
that he was always there for her, she also remembered being on her own a 
lot, having to deal with upsets alone and frequently feeling rejected and afraid 
by threats of being sent away for good.
Current difficulties: SI became pregnant and left home at seventeen and had 
specific difficulties in separating out her own needs from her young 
daughter’s. She often had unrealistic expectations of what her child could do, 
(expecting her to be able to tidy her toys for example when she was not even 
two) and would frequently burst out crying when she could not console her. 
In the group, she started by attempting to dominate the conversation and to 
gain the special favours of the leaders in a way which revealed her profound 
need for parental attention and approval. She matured as the weeks went by 
however and was able to function well within the group and accept her peers 
comments and help.
Participant 2
Life events : S2 is the eldest of two children, she has a brother who is three 
years younger than her. Her father worked away from home every other 
month and was physically abusive to his wife although the memories of the 
abuse overheard were suppressed until S2 was an adult. She was put in 
foster care at the age of fifteen and became pregnant at seventeen. She 
remained in a physically abusive relationship with the father of her two
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children for four years before leaving him, a few months before she joined 
the group. She had a late miscarriage in the sixth month of her second 
pregnancy.
Relationship with mother: S2 described the relationship as bad, abusive, 
upsetting and sad. She described numerous incidents when she was badly 
beaten by her mother who favoured her brother and was never physically 
violent towards him. She felt rejected and envious of her brother s treatment. 
Her mother had been young when she became pregnant and S2 felt that she 
had always been resentful of the missed opportunities for having a career.
K pi ah on shin with father : S2 described her relationship to her father in very 
positive terms, she felt safe, secure with him and he was loving and 
sympathetic towards her. She was "daddy's girl" and he used to take her out 
with him and make her feel special. Her father’s presence also protected her 
from violence from her mother as she would not hit her if he was around. 
Pnrrpint difficulties : by the time she started the group, S2 had already 
managed to leave an abusive relationship and settle with her two children. 
She had difficulties with issues of control mainly and would easily lose her 
temper and hit the children, especially her son. However, she was very 
motivated to change and she worked extremely hard in the group as well as 
outside by catching up on her studies in order to find suitable employment.
Participant 3.
Life events: S3 is the oldest of two sisters and lived at home with both 
parents until they separated when she was eleven. She was still at school 
when she became pregnant with her first child and by the time she joined the 
group, she also had a four months old baby.
Relationship with mother : S3 described her mother as cold and detached, 
she felt she was never good enough and that her mother was always wanting 
her to be perfect.
Relationship with father: she described herself as terrified of her father who 
would hit her a lot and to whom her mother would not stand up. She felt 
unprotected and lonely as well as terribly jealous of her younger sister who 
had the favours of her mother.
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Current difficulties: S3 had long standing difficulties with her now two year 
old daughter who had a history of failure to thrive and was still considerably 
underweight and delayed in her development. S3 had very unrealistic 
expectations of what her daughter should be able to manage and she often 
responded to her as if she were an independent adult, able to clear her dishes 
and tidy up her room. She displayed no emotions towards her and never 
seemed physically close to her. She often felt completely helpless and would 
let others take care of her children without seeming to notice. She regularly 
sent her daughter away for days at a time to stay with her mother without any 
apparent awareness of what her daughter might be feeling.
Participant 4.
Life events: S4 is an only child who was brought up by her mother on her 
own and who never knew her father. She had a maternal uncle who became a 
father figure to her and remained close to the family. She also had a close 
relationship to her grand-parents.
Relationship with mother: S4 described her relationship to her mother as 
close and at times over-protective. Her mother was always available and 
helpful to her and S4 recognised the efforts her mother put into bringing her 
up single-handedly. There seemed to have been no specific difficulties in 
their relationship.
Relationship with father: S4 did not know who her father was and on the 
surface anyhow seemed to have no curiosity about him. She had been told by 
her mother that he had never been told of the pregnancy and that their 
relationship had been very short-lived when both were still teenagers.
Current difficulties: S4 married at twenty and had her first child a year later. 
When she came to the group, she had two sons and had difficulties with her 
elder son who had been diagnosed as having ADHD and was currently on 
Ritalin. The medication had made a big difference in his behaviour, 
particularly during school hours but she was interested in taking part in the 
group in order to handle their relationship better.
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Participant 5
Life events: S5 is the oldest of two children, she has a brother two years 
younger than her. Both her parents came from very large mining families and 
had had difficult childhood. Her mother died very suddenly when she was 
eight and left her father bereft and lonely in the upbringing of his children 
who spent some of their time with relatives in different parts of the country. 
She often found herself victim of bullying at school.
Relationship with mother: S5 described her relationship to her mother in very 
positive and idealised ways which indicated that she has not been able to 
come to terms with her loss. She talked about their closeness, the way they 
could speak to each other like friends, be honest and open but she found it 
difficult to think of specific memories or instances of this.
Relationship with father: S5 described her relationship to her father in mixed 
terms. He was available and fair and their relationship was described as good 
overall but it was also difficult and embarrassing at times especially when he 
had to take on some of the mothering tasks.
Current difficulties: S5 had three children under five when she joined the 
group. She was living with the children’s father who was unemployed and 
she found him unsupportive despite the fact that she was working long hours 
as a cleaner to sustain the family. She had particular difficulties with her 
middle child, a three year old boy whom she found quite impossible to 
control and towards whom she had become extremely negative.
Participant 6
Life events: S6 has a sister six years older than her. She described her early 
family life as happy and loving and did not report any significant difficulties 
or losses in early childhood. She married in her early twenties and had her 
first son two years later. She suffered from severe post-natal depression for 
six months following his birth. Her husband was described as caring and 
helpful with the children when he was around but as he worked long hours 
six days a week, S6 felt quite alone in managing her children and very 
isolated socially.
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Relationship with mother: S6 described her relationship with her mother as 
happy and loving but also suffocating and difficult. Her mother was very 
protective, never letting her do what most other children were allowed to and 
often humiliating her in public if she disobeyed. Their relationship in 
adolescence and after deteriorated and mother was described as over-critical 
and interfering. There seemed to be a strong element of rivalry between the 
two sisters with their mother commenting on how much better the elder one 
manages. During the period of post-natal depression, S6 felt particularly 
vulnerable and put down by her mother who took over the care of her son 
and attempted to re-arrange her life.
Relationship with father: S6 had good memories of her early relationship with 
her father who used to take her and her sister out when their mother was 
working but this relationship seemed to fade as the years went by and S6 felt 
there was no real relationship left between them.
Current difficulties: S6 had particular difficulties in her relationship with her 
elder son toward whom she was very critical and negative. She had very high 
expectations that he should be independent from her but at the same time 
resented the fact that he did not seem able to demonstrate his affection 
towards her. These difficulties were in sharp contrast to her relationship with 
her second son which looked overtly much more positive. In addition to 
wanting some help regarding her son, S6 was also hoping to get support from 
others in the group and break her social isolation.
Participant 7
Life events : S7 is the middle child of five siblings. She had a troubled and 
chaotic childhood where the family frequently moved around sometimes with 
and sometimes without their violent father. Marital violence and physical 
abuse were common features in the family. S7 became pregnant when she 
was 18 and left the family home with her son’s father who was also violent 
and abusive towards her and her son. He kicked her violently in the late 
stages of pregnancy and she attributed her son’s learning disabilities to this 
attack. She eventually fled their home and went to a refuge four years later
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and was re-housed in another part of Scotland in order to escape his 
attention. She had a younger son from a new partner whom she married. 
Relationship with mother: S7 described her relationship with her mother as 
good overall although she expressed resentment at her inability to protect her 
children from violence. The good memories she had were of the time when 
they managed to move away from their father but this was short-lived. 
Relationship with father: S7 described her relationship with her father as 
terrifying and unpredictable and remembers having to plan ways of staying 
unnoticed. His violence was sudden and all the children were likely to be 
punished for the slightest misdemeanour.
Current difficulties: S7 came to the group because of her difficulties in 
controlling her older son who showed severe behaviour difficulties at school 
as well as home. She was also relatively new to the area and was quite 
isolated with no friend or family. Her husband worked long hours and was 
not able to support her much with the children, especially her older son who 
was not his biological child.
Participant 8
S8 dropped out of the group before the interviews were scheduled.
254
6. RESULTS
6.1 Demographic details
Table 1
VARIABLES MELLOW PARENTING WAITING CONTRO
Number of mothers 8 8
Maternal age average 24 (19-27) 24 (21-26)
29 yrs or less 8 8
30 yrs or more 0 0
Age when first child bom 20 (17-24) 19 (17-23)
Marital status
married 3 2
with partner 2 2
without partner 3 4
Education
post sixteen yes 1 0
post sixteen no 7 8
Number of children 18 15
Age of focus child
1 to 2 yrs 11 mths 1 0
3 to 4 yrs 11 mths 7 8
Child gender (M:F) 6:2 6:2
A copy of the clinical interview used as part of the intake process is available 
in Appendix I(iv).
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6.2 Observational data
Videos taken at home at mealtimes were analysed on all measures for both 
groups. Instances of behaviours in each of the categories were counted and 
the data analysed using non-parametric statistics after the data was found to 
be too skewed to fit within a normal distribution. Excessive skewness of the 
data remained a problem throughout the measures which is why non- 
parametric tests were used.
Table 2. Comparison of group 1 (experimental) and group2 fcontrol) for 
positive and negative affects before (Tl) and after intervention (T2)
N Median Range Mann-
Whitney
Signif.
Before Intervention
Positive affect mother 16 4.5 6.75 Z=-.956 N.S
Positive affect child 16 3.5 7.0 Z=-1.28 N.S
Negative affect mother 16 5.0 8.0 Z—1.32 N.S
Negative affect child 16 6.0 9.50 Z=-l.ll N.S
After Intervention
Positive affect mother 15 6.0 12.0 Z=-2.76 .005
Positive affect child 15 5.0 8.0 Z=-2.92 .002
Negative affect mother 15 12.0 14.0 Z=-2.00 .025
Negative affect child 15 7.0 8.0 Z=-1.43 N.S
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Table 3. Statistical results within groups before and after intervention
N Median Range Wilcoxon
T1XT2
Signif.
Group 1
Positive affect Mother Time 1 8 5.0 11.0
Positive affect Mother Time 2 7 12.0 15.0 Z=-2.31 .01
Positive affect Child Time 1 8 7.0 16.0
Positive affect Child Time 2 7 8.0 10.0 Z=-.984 N.S
Negative affect Mother Time 1 8 15.0 15.0
Negative affect Mother Time 2 7 9.0 12.0 Z= -2.52 .006
Negative affect Child Time 1 8 7.0 11.0
Negative affect Child Time 2 7 5.5 7 Z=-1.27 N.S
Group 2
Positive affect Mother Time 1 8 3.5 6.0
Positive affect Mother Time 2 8 3.0 5.0 Z=-1.081 N.S
Positive affect Child Time 1 8 3.0 7.0
Positive affect Child Time 2 8 3.0 4.0 Z=-.926 N.S
Negative affect Mother Time 1 8 11.0 13.0
Negative affect Mother Time 2 8 13.5 14.0 Z=-2.527 .012
Negative affect Child Time 1 8 5.5 9.0
Negative affect Child Time 2 8 7.0 8.0 Z=-1.560 N.S
There is no significant differences between the intervention group (Group 1) 
and the control group (Group2) before intervention, indicating that both 
groups were comparable on the outset on measures of positive affect from 
the mother, positive affect from the child and negative affect from the mother 
and the child. (Table 2)
Following intervention, mothers in group 1 showed significantly more 
positive affect (z=-2.765, p=.005); significantly less negative affect (z=2.009, 
p=.05) than mothers in the control waiting group.
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Children in group 1 showed significantly more positive affect following 
intervention than children in the control group (z=-2.923, p=.002) but no 
significant difference was found for instances of negative affect. (Table 2)
A comparison of the results within each group over time (Table 3) indicates 
that within group 1 there was a significant increase of positive affect in the 
mothers ( z=-2.31, p= .01)following the intervention as well as a significant 
decrease in negative affect (z=-2.52, p=.006)but no significant differences in 
either negative or positive affect of the children in that group.
Within group 2 there were no significant changes in the mothers’ positive 
affect nor the children’s positive and negative affect but there was a 
significant difference in the mothers’ negative affect indicating that the 
mothers who were in the waiting group had displayed more instances of 
negative affect towards their child after the fourteen weeks’ waiting time than 
before.
6.3 Ratings of sensitive response and psychological care to the child
a. Sensitive responsiveness to the child
The ratings were made from the videotape of the mother-child interaction 
taken before intervention and the second videotape taken after intervention or 
after a fourteen week delay for the control group. The raters were blind to the 
mothers condition. A rating of 0,1,2 or 3 is given for four questions with a 
maximum overall score of 12. (see Appendix 11(1)).
The results are represented in figure 1 for group 1 and figure 2 for group 2. 
Every subject in group 1 shows an increase in their score of sensitive 
responsiveness whereas subjects in the control group show no change or a 
decrease in their ratings of responsiveness. A comparison of the results 
indicates that a significant increase of sensitive responsiveness was found in 
the interactions in the group participating in the programme (Z= -2.37, 
p=.01) in the direction expected with mothers displaying more sensitive 
responsiveness whereas there was a significant difference in group 2 whilst 
waiting with a significant shift towards less responsiveness for the mothers 
who had been waiting with no intervention.
Figure 1: Graph of ratings of sensitive responsiveness for group 1 before and 
after the intervention.
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Figure 2: Graph of ratings of sensitive responsiveness for group 2 before and 
after the intervention.
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b. Psychological care
Psychological care was rated from the same video-tapes (see Appendix I(ii)) 
with five possible ratings from 0 to 4 on five dimensions of parenting, giving 
a possible maximum of 20. The results are shown on figure 3 for group 1 and 
figure 4 for group 2.
For group 1 there is an improvement on the overall rating for all subjects 
following the intervention and a very substantial improvement for two 
subjects in particular. Results of statistical analysis indicated a significant 
change (z=-2.214, p=.01).For group 2 there were no significant statistical 
change from time 1 to time 2.
Figure 3: Ratings of psychological care for group 1 before and after
intervention
18
16
14
O 12
I 108 
6 
4 
2 + 
0
CL
Û
SUBJECTS
□Time 1 
□Time 2
Figure 4: Ratings of psychological care for group 2 at times 1 & 2
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6.4 Child Behaviour Checklist
Table 4: Total Raw scores for the Child Behavior Checklist for all subjects 
before and after intervention.
TIME 1 TIME 2
GROUP 1 
Subjects
Raw score Raw score
1 69 52
2 73 62
3 67 52
4 68 68
5 140 80
6 74 61
7 71 65
GROUP 2 
Subjects
1 66 68
2 88 90
3 97 118
4 88 97
5 83 84
6 79 81
7 72 67
8 79 79
Scores below 50 are within the normal range, scores between 51 and 60 are 
in the borderline range and scores above 60 are in the clinical range for the 
Child Behavior Checklist. Most subjects in Group 1 reported a decrease in 
their child’s difficult behaviours, one changed dramatically from a score of 
140 to a score of 80 whilst one remained the same. In group 2, most reports 
of child’s behaviours remained unchanged and a few increased at time 2.(See
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figures 5&6 for a graphic representation of the scores). Statistical analysis 
using Wilcoxon Test indicated a significant difference between the scores of 
Group 1 before and after intervention (Z=-2.52,p=0.006) but no significant 
difference between the scores for group 2 at time 1 and time 2. Mann- 
Whitney test between the groups at time 1 indicated that there were no 
significant difference between the scores before intervention but that after 
intervention, at time 2 the scores of the two groups had become significantly 
different(U=6,p=0.003)(See Table 5).
Figure 5. Graphic representation of raw scores for Group 1 :
1 2 3 4 5 6 7
Figure 6. Graphic representation of raw scores for group 2:
E3 Before 
B After
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Table 5. Statistical analysis of results of Child Behavior Checklist for group 1 
and group 2 before and after intervention.
T l T 2 TlxT2
(Wilcoxon)
Significance
M (SD) M (SD)
Group 1 89.0 (19.8) 67.6 (15.3) Z= -2.52* 0.006
Group 2 95.1 (17.6) 96.6 (15.8) Z= -1.18 N.S
(Mann-Whitney) U= 24.0 U=6*
Significance N.S 0.003
Normative data has been obtained for the Child Behaviour Checklist by 
Achenbach (1992) and the scores obtained can be put into a profile form 
which classifies problems into externalising/internalising and other problems 
scales. The individual or group profiles obtained can then be displayed in a 
way which allows for changes on specific areas to become clear. The data for 
each group was averaged before and after intervention and the profiles of 
reported behavioural difficulties displayed in tables 6 and 7. For the children 
in group 1 there was an overall shift in the severity of the reported 
behaviours which from a profile in the clinical or borderline range before 
intervention (around the 98% percentile of the population from the normative 
data) to a profile within the normal range after intervention even though 
individual children remained in the clinical range. In contrast, table 7 shows 
that the waiting group reported the severity of behaviour problems within the 
clinical range on both measures with a slight increase in reported aggressive 
and destructive behaviours.
For both groups, the overall profile did not change from one measure to the 
next and for group 1 there was a reported diminution of the severity of 
behaviours generally rather than on specific problem scales.
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Table 6: Profiles for Child Behaviour Checklists for Group 1 before and after 
intervention
ExternalisingOther problemsInternalising
%tile
0-30-80-20-20-30-4
VI
SOMATIC AGGRESSIVE DESTRUCTIVE
IVi  i i  ra
ANXIOUS/ WITHDRAWN SLEEP 
DEPRESSED
 
PROBLEMS PROBLEMS BEHAVIOUR BEHAVIOUR
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Table 7: Profiles of Child Behaviour checklists for Group 2 at times 1&2_
Internalising Other problems Externalising
I ii
ANXIOUS/ WITHDRAWN 
DEPRESSED
III
SLEEP
21 27 14 27
26 26 29 21
20 25 25
19 24 13 24 28 20
23 22 19
18 21
20 21 27 18
17 12 19
26 17
16 11 17
17 16 25 16
15 15
16 14 24 15
14 15 13 14 T%-
14 12
%tile 13 13 2 3 / ^
10 Z  ....
98 12 slO 12 ............... ...
10 4 — 18 10
..................^
93 /
9 9
84 7 6 16
5 15
7 7
5 6 4 13 6
5 12
69 6 3 11
4 4 10 5
5 3 9 4
50 0-4 0-3 0-2 0-2 0-8 0-3
IV
SOMATIC AGGRESSIVE DESTRUCTIVE
PROBLEMS PROBLEMS BEHAVIOUR BEHAVIOUR
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6.5 Anxiety and Depression in mothers measured by the Hospital 
Anxiety and Depression Scale.
Table 8: Raw scores for both groups at times 1 &2
! Groupl Anxiety score
Subject Time 1 a g e
The borderline scores for both anxiety and depression on the HADS lie 
between 8 and 10, scores above 10 are in the clinical range. Table 8 contains 
the raw scores for both groups before and after intervention. All the subjects 
in the intervention group were in the clinical range for anxiety before 
intervention and four out of seven were in the borderline or clinical range for 
depression. In the control group, seven out of eight subjects were in the 
clinical range for anxiety at time 1 and six out of eight were in the borderline 
or clinical range for depression. After the intervention, subjects in group 1 all 
had diminished scores for anxiety although four out of seven remained in the 
borderline range and one was still in the clinical range. On the depression
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scale, most subjects had diminished scores for depression apart from one and 
five subjects had scores in the normal range. Statistical analysis of the results 
indicate a significant change between time 1 and time 2 for group Ifor the 
anxiety scale(Z=-2.388,p=008) and for the depression scale (Z= - 
1.02,p=. 02) but no significant change for group 2 on either scale. A 
statistical comparison of both groups indicate that there were no significant 
differences between the groups before intervention whereas there was a 
significant difference between the groups after the intervention on both the 
anxiety scale (U= 10, p=.007) and the depression scale (U= 11, p=.009)(see 
Table 9).
Table 9. Statistical analysis of the HADS scores
Time 1 
Mean and SD
Time 2 
Mean and SD
Wilcoxon Significance
Group 1 
Anxiety Scale
13 2.08 8.57 1.71
Z = -2.388 0.01
Group 2 
Anxiety Scale
11.7 3.01 12 3.42
Z = -.347 N.S
Mann-Whitney 
Gp 1 x Gp 2 U = 23.5 U = 10
Significance N.S 0.02
Group 1 
Depression
8.57 4.39 6.14 3.67
Z = -1.997 0.02
Group 2 
Depression
11.8 5.48 12.25 5.72
Z = -.791 N.S
Mann-Whitney 
Gp 1 x Gp 2 U = 17.5 U = 9
Significance N.S 0.02
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6.6 Parental bonding
Table 10. Results of Parental Bonding Instrument Care and Overprotection 
scores for both groups at Times 1&2
Group 1 
Subjects
Care 
Time 1
Care 
Time 2
Overprotection 
Time 1
Overprotection
Time2
T.K 32 19 14 21
K.P 20 21 16 16
T.P 19 20 24 24
DM 18 19 20 17
G.C 16 24 8 15
AH 32 27 18 22
FT 29 26 10 26
Group 2 
Subjects
F.C 0 3 24 21
PC 5 6 30 28
M.C 31 29 3 5
G.H 3 5 22 23
S.N 13 14 20 19
B.H 36 32 10 12
HB 30 24 9 12
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Table 11. Means and Standard Deviation for groups 1&2 at Time 1&2
Time 1 Time 2
Group 1 Mean SD Mean SD
Care 23.71 6.99 22.28 3.35
Overprotection 15.71 5.58 20.14 4.22
Group 2
Care 20.10 13.58 19.40 11.34
Overprotection 16.20 11.09 16.50 9.44
The Parental Bonding Instrument (FBI) comprises two dimensions of 
parenting, one is “care” and the other is “overprotection. Statistical analysis 
revealed no significant group difference before intervention, nor after 
intervention for either the care or the overprotection scores. (See table 11 for 
means and Standard deviations). The scores for both dimensions did not 
change significantly for group 2. There was no significant change for group 1 
on the care scale but there was a significant increase of the overprotection 
scale for group 1 after intervention (Z=-1.761, p=.04).
6.7 Anonymous feedback from post-group questionnaire
01. What did you hope to get out of the group?
Most of the participants mentioned wanting some help in coping better with 
the children, one said she did not really know and two mentioned the 
opportunity to meet with others in the same situation.
02. Have you got what you wanted?
Five of the participants selected “yes” and two selected “partly”.
03. What is the most important thing you have learnt in the group?
All participants mentioned “keeping calm, controlling their temper with the 
children, controlling anger and reducing aggression
04. Have you changed vour behaviour?
All participants replied “yes”
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05. How?
Participants responses included “ the course has helped me deal with 
situations better”, ”1 think before I  react” , ”1 listen and don’t lose my 
temper”, “I  can stay calm ”.
06. Have vour children changed?
Five participants circled “better” and two circled “same”.
07 What was the best thing about the group?
All participants mentioned meeting other women and talking freely about 
problems, having the feeling of sharing and not being alone.
08 Was the group too long, too short or iust right?
Four responded by saying it was too short and three by “just right”
09 How did it feel being in the group?
“Good”, ”O.K”, “very relaxed and enjoyable”, ’’itwasjun”, ”something 
to lookforward to on a Tuesday”, “very good”.
010. How did you feel about being video-ed?
The responses ranged from “O.K” to “7 did not feel very comfortable with 
it”, “Ifelt shy and embarrassed”, “I  did not like it”.
011. How did vou feel about being watched in the session?
The responses ranged from “7 did not mind”, “As the weeks went by it was 
O.K” to “shy and embarrassed”.
012. Some of the ideas we talked about are listed below. Please give them a 
mark out of 10 for how useful they were to vou. Put a cross if vou missed 
that session.
a Anticipation 8 9 8 6 8 9 9 57
b Being nice - being nasty 10 10 8 7 7 10 9 61
c Keeping them busy 10 7 6 8 7 10 3 51
d Everyone is different 9 10 6 8 5 9 3 50
e Temper tantrums 8 10 7 9 10 8 3 55
f Being assertive 7 8 6 9 6 8 4 48
g Nobody likes a whining 
child
9 10 7 7 7 8 4 52
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h Child abuse 10 10 5 9 6 9 9 58
i Sexual abuse 10 10 5 9 6 9 9 58
j Relationship with men 10 10 7 10 6 0 1 44
013. Some of the things we did in the group are listed below. Please mark 
which vou found useful 
0 = No, l=Partly, 2= Yes
a Written exercise in the group 1 2 1 2 1 2 2 11
b Homework 2 2 1 2 1 1 2 11
c Seeing your video alone 1 1 2 2 2 2 1 11
d Seeing your video in the group 1 1 2 1 2 1 1 9
e Seeing other people’s videos 2 2 1 1 2 2 1 11
f One to one 1 2 2 2 1 2 2 12
g Having a set subject to 
discuss
1 2 2 1 2 2 2 12
h Not having a set subject 2 0 0 1 1 1 1 6
i Talking about your childhood 2 2 2 2 2 0 2 12
j Talking about present 
situation
2 2 2 2 2 1 2 13
272
7. DISCUSSION
The main purpose of this study was to compare a group of parents going 
through a Mellow Parenting programme with a equivalent waiting group. 
Results suggest that the parenting group was effective in facilitating positive 
changes in mothers and their children, confirming the findings of Puckering 
et al (1994). The group programme with its focus on both mothers’ needs 
and the children’s behaviour has allowed for positive changes both in the 
mothers’ mental health and the children’s reported behaviour.
These results will be considered in relation to each hypothesis on which the 
study was based before considering some methodological drawbacks and 
limitations as well as wider research considerations.
7.1 Mother-child interactions
The hypothesis that interactions between mothers and their children would 
become more positive after attendance to the Mellow Parenting group whilst 
mothers and children in the waiting group would show no such improvement 
was upheld. Significant changes were found for the mothers who had 
completed the programme: mothers became more positive and less negative 
in their interactions at the mealtime interactions filmed before the group and 
after the fourteen week group was finished.
The children who had participated in the group also showed increased 
positive interactions and decreased negative interactions but the results did 
not reach significance. As well as counting specific instances of positive and 
negative behaviours, observers were asked to rate the video samples for 
sensitive responsiveness to the child and for psychological care of the child. 
Again, the results followed the expected direction with positive changes for 
the intervention group and no change for the control group. This confirms the 
effectiveness of direct intervention and the use of videotapes advocated by 
Gross et al (1995) and Webster-Stratton (1994).
It is likely that these improvements can be directly linked to components of 
the intervention since detailed observations of video interactions are an 
integral part of the Mellow Parenting afternoon programme. Positive 
interactions are highlighted and reinforced in the group and specific
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examples are taken from the participants own videotapes. Participants 
become well acquainted with the details of positive parenting and the way in 
which it is demonstrated on videotapes, they have regular “homework” 
through which they practice these positive parenting skills and have therefore 
ample opportunity to improve. Sensitive responsiveness to the child is one of 
the major component highlighted by Puckering et al (1995) in their training 
programme for Mellow Parenting. Similarly, the components of the 
Psychological care rating scales (affection, security, guidance and control, 
independence and stimulation) are closely linked to the components of the 
programme and would have been discussed during the group sessions. The 
videotapes were rated by observers who were blind to the mothers’ condition 
so that observer bias and expectation can be ruled out as an alternative 
explanation.
7.2 Mothers reports of their child’s behaviour
The hypothesis that mothers would report less behaviour difficulties 
following the parenting group was upheld whilst there was no significant 
change in the waiting group. For both groups, the reported difficulties were 
well into the clinical range which gives an indication of the severity of the 
children’s behavioural problems as perceived by their parents and indeed all 
the families from both groups had had some contact with either child mental 
health specialist or social services because of difficulties in their child’s 
behaviour. A score of 70 indicates that the child scored at approximately 98th 
percentile of the normative sample. The study is therefore recruiting children 
who show behavioural difficulties well into the clinical range. The reliability 
tests carried out (Achenbach 1992) suggest that there is a tendency for 
problem scores to decline slightly over brief rating intervals but only to a 
small degree. This tendency was not bom out in the waiting group for whom 
scores actually increased but this may be understood in terms of the mothers 
impatience at having to wait when they felt they were in need of an 
intervention, they may well have been struggling to cope with their children’s 
behaviour and therefore found the problems more acute. Within the 
intervention group, there was a significant change for the group as a whole.
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Some of that change may be due to the relief at receiving some support but 
some degree of change must also be attributed to the process of attending the 
group and feeling that problems are not so acute or outwith the mother’s 
control. For one subject (No4 on table 10) no change was reported in her 
child’s behaviour after participating in the group. Her son had been 
diagnosed as having AD-HD and had been prescribed Ritalin to help him 
cope in nursery. His behaviour seemed ameliorated by the medication but by 
the time he was home again, its effect had worn off and he became very 
difficult to manage. It must indeed be the case that attendance at the group 
although helpful in other ways did not lead to any improvement in reported 
behavioural difficulties. Another mother (No5 in table 10) reported a 
dramatic change in the behavioural difficulties of her son. Indeed such a large 
drop may well have had a disproportionate part in the statistical analysis 
given the small size of the sample. Clinically, though, if significant change is 
to be seen as a shift from clinical range to normal range as Jacobson and 
Truax (1991) suggest, the group as a whole has demonstrated a general shift 
towards normal range. However, two children after the group have scores 
within the borderline range, the remaining five are still within the clinical 
range. This is to be expected given the magnitude of the problems and the 
relative brevity of the intervention.
7.3 Mothers mental health
The hypothesis that mothers participating in the group would show improved 
mental health compared to the waiting group was upheld both for measures 
of anxiety and depression on the HADS. All mothers in group 1 and most 
mothers in Group 2 scored well into the clinical range for anxiety at time 1. 
Some mothers may indeed suffer from anxiety disorders and a few had 
become isolated and increasingly cut off from social contact by the time they 
were being interviewed. Some of the score may also have been due to the 
interviewing process itself for even though the home visit was made as 
informal as possible, the fact that a professional was coming in and asking 
questions may have been intimidating. Some questions such as “I get a 
frightened feeling like ‘butterflies’ in the stomach” or “I feel tense and wound
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up” may have encouraged responses of the moment rather than “in the past 
few weeks” as instructed on the form. Following participation in the group, 
two subjects scored within the normal range, four scored within the 
borderline range and only one remained in the clinical range.
This is clinically a very desirable outcome which gives an indication of how 
valuable the group was for the mothers well being although the above caution 
must be kept in mind regarding the possible anxiety factor of the interviewing 
process.
As for the depression scores, four out of the seven mothers in group 1 scored 
within the borderline or clinical range for depression. During the initial 
interview (see Appendix I9(iv)) six of the nine women interviewed said they 
had been prescribed anti-depressants in the past and three were still taking 
anti-depressant at the start of the group. In the control waiting group, six out 
of eight scored within the borderline or clinical range for depression and six 
had been prescribed anti-depressants at some point since the birth of their 
child. Three women in group 1 and two women in group 2 had suffered 
from post-natal depression. There have been well researched links between 
post-natal depression and the quality of the mother-infant relationship.
Murray (1992) earned out research with a large sample of women following 
the birth of their first child. She found that once the children were eighteen 
months old, the children of the postnatally depressed mothers were more 
insecurely attached to their mothers and displayed more behavioural 
problems. Following participation in the parenting group, only two mothers 
scored within the clinical range for depression and five scored within the 
normal range. The support received within the group would certainly help the 
mothers feel less isolated and the future less hopeless but two mothers 
remained clinically depressed and the source of their depression was 
probably deeper than current circumstances. The instrument used (HADS) 
was not subtle enough to distinguish between various types of depression.
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7.4 Links between the mothers’ own childhood and their current 
difficulties
a. Parental Bonding Instrument
There were no clear hypothesis regarding what the scores on the Parental 
Bonding Instrument would be like but the general hypothesis underlying the 
study is that the quality of the relationship between a mother and her own 
parents would influence the quality of her relationship to her children. In the 
Parental Bonding Instrument, two main dimensions of parenting are 
addressed: one the level of care the person feels she received from her 
mother or father, the other the level of overprotection. In a description of the 
instrument, Parker (1979) defines the care dimension from “one pole defined 
by positive evaluation, sharing, expression of affection, emotional support 
and equalitarian treatment and the other pole by ignoring, neglect and 
rejection” and the dimension of overprotection “ by items of intrusiveness, 
parental direction and control through guilt, suggesting covert psychological 
methods of controlling the child which do not permit him to develop as an 
individual.” The mean scores for the normative data were of 24.9 for the 
“care” scale and 13.3 for the “overprotection” scale. The overall level of 
maternal care for the group as a whole does not, surprisingly, seem that 
different from the normative sample mean, given previous reported 
associations between depression and low levels of reported parental care 
(Parker, 1979a,b). The significant change between the overprotection scale 
before intervention and after intervention may be explained in terms of a 
change of perception for some of the women who may have re-evaluated 
aspects of their childhood relationships and become more aware of the 
components of overprotection and control as part of the group programme. 
The scores for individuals in the waiting group remained stable but there is a 
truly wide variation between the scores in the group, reflecting the individual 
nature of the experiences of childhood. In a comparative study of women 
who were depressed, women who had been depressed but were remitted and 
non-depressed women, Gotlib et al (1988), using the PBI found low care 
scores and very high overprotection scores to be particularly linked to clinical 
depression in adulthood. They found that “ only those depressed subjects
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who reported both low maternal caring and high maternal overprotectiveness 
at the initial assessment were also depressed 30 months later; both the 
depressed and remitted subjects reported high overprotectiveness, but only 
the depressed subjects also reported low caring.”
These findings were not reflected in the present study, given that the two 
subjects (No2 and No5) who scored in the clinical range for depression after 
the intervention had been depressed for a long time but did not report low 
caring and high overprotectiveness. However, given the very small number of 
subjects in the present study, it would not be possible to expect patterns to 
emerge. Indeed, individual information obtained both through participation in 
the group and through the Adult Attachment Interview gives a clearer picture 
of what factors may have contributed to the mothers’ current mental health.
b. Adult Attachment Interview and group processes 
Attachment theory provides a framework for this study and for the Mellow 
Parenting programme itself so that the current relationship between a mother 
and her child is viewed and understood in terms of the mother’s own 
experiences of childhood. Specific worksheets are used for the morning 
group to encourage reflection and discussion of the mothers’ own 
experiences of being parented and the Adult Attachment Interview gives the 
opportunity for an in-depth exploration of childhood memories of being 
parented. The qualitative data given in the result section gives a flavour of the 
individual participants’ life experiences. Only one participant (No 4) 
described a “good enough” childhood with a caring mother and did not seem 
to have suffered from not having known her father. She was the mother 
whose son had been diagnosed with AD-HD and was medicated. Her 
relationship with him did not indeed seem to have been particularly negative 
although she felt drained by having to cope with his behaviour. All the other 
participants had had early life experiences which are likely to have affected 
the quality of their attachment to their caregiver.
Participant 1 felt abandoned by her mother who left home when she was six 
after a long struggle with her mental illness. Although at the beginning of the 
group she idealised her father and felt he could do no wrong, she gradually 
came to have a more realistic view of him and was better able to stand up to
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his frequent intrusions into her adult life. She seemed to have had little 
physical affection as a child and was having difficulties in finding clear 
boundaries with her own daughter. She was frequently quite unable to deal 
with her daughter’s distress and would just burst into tears herself, unable to 
contain her own nor her child’s emotions. Within the group, she started by 
constantly seeking the attention of the group leaders both within the group 
and outside and wanting their approval, regarding them very much as 
parental figures. She was greatly helped by the group process and after the 
fourteen weeks was able to be much more independent and mature and had 
started a computing course. Her relationship with her daughter had also 
improved greatly and she was better able to maintain appropriate parental 
boundaries and cope with the daily upsets without becoming so 
overwhelmed.
Participant 2 had experienced a very painful abusive relationship with her 
mother which she had talked about in the group. She came to see the links 
between the violence she experienced then with the recent violent 
relationship with her partner and father of her children which she had 
managed to leave shortly before the beginning of the group. She was also 
able to refrain from hitting and swearing at her children and made very good 
progress in the group and outside. She had also started to study again and by 
the end of the group seemed transformed. She was one of the two 
participants however who scored highly on depression despite appearances 
and it may well be that she was living with an underlying clinical depression 
or it may have been linked to significant events which concurred with the end 
of the group as her ex-partner had suddenly reappeared on the scene and was 
seeking access to the children after weeks of silence.
Participant 3 had also suffered from physical violence at home and had a 
cold, difficult relationship with her mother who was still very involved in her 
life. Following the birth of her daughter, she had felt unable to cope and her 
mother took the baby to live with her for four months. This long separation 
must have seriously affected the quality of the child’s attachment to her and 
indeed she often seemed to deny her daughter’s dependency on her. 
Although on a practical basis she seemed to have benefited from the group
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and was better able to understand her child’s needs, the dysfunctional quality 
of their relationship was such that it would take a longer and more individual 
input to make a stronger impact. In many ways, she was still struggling in her 
own relationship with her mother and had not achieved a more mature adult 
relationship but was still immersed in her childhood difficulties with her. 
Participant 4 was discussed above.
Participant 5 had experienced the death of her mother in childhood and 
suffered from depression. Numerous studies have demonstrated a link 
between the loss of a parent in childhood and depression in adulthood. Harris 
and Bifulco (1991) set out to test one of the predictions of attachment theory, 
namely that” both the nature of caregiving in childhood, and adequacy of 
mourning, would determine later personality development and 
psychopathology”, specifically in relation to depression. They looked in some 
detail at the attachment history of these women and found that increased risk 
of depression seems related to poor support at the time of death to assist in 
mourning which in turn was linked to the development of a diffidence or 
hostility towards people which often meant that it would be difficult for the 
person to develop secure and stable attachment in adulthood. The personal 
history of participant 5 fitted particularly well this pattern. She was given 
very little support at the time of her mother’s death and was often sent 
around various relatives. She did seem very hostile to others and often had 
ongoing battles with professionals or official bodies. She would have been 
very unlikely to attend regular sessions with a child psychologist but was able 
to make good use of the group and befriended one member in particular. 
Although she still scored within the clinical range at the end of the group, her 
attitude to her son had improved enormously and she was better able to 
separate out her own needs from her children’s.
Participant 6 had memories of a caring childhood although 
overprotectiveness was very much a feature of her mother’s attitude towards 
her accompanied by episodes of public humiliation if she was found to have 
digressed. This seemed to have culminated in a stormy and difficult 
relationship with her mother in adolescence and left her with very low self­
esteem. She suffered from severe post-natal depression at which point her
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mother moved in to take charge and contributed in further undermining her 
confidence. She had become socially very isolated and although devoted to 
her children had had no time at all for herself in the past four years. The 
group allowed her to understand the links between her post-natal depression 
and the difficult and negative relationship which had developed with her elder 
son. She also realised the importance of finding time for herself and gave up 
some of her perfectionist traits which had pushed her into trying to achieve 
the impossible and attempting to be a perfect mother. As a result, her 
relationship to her son became much more positive and she was able to let 
him be dependent on her and physically closer.
Participant 7 had had a life long experience of violence and victimisation. She 
also presented as being very hostile and distrustful at first but was able to 
gain much support from the group especially socially. Within the group she 
did not overtly come to a clearer understanding of the links between her past 
and her current difficulties and seemed to maybe be still too close to her 
escape from violence and had remained very isolated, uprooted from her 
town and still at times fearful of being found by her ex-partner.
The group did provide a very safe forum for discussion and all participants 
gave very moving accounts of their lives at various points in the sessions and 
were making sudden connections for the first time. The fact that most of 
them were able to share experiences of violence and depression helped in a 
feeling of communality and mutual support.
The group leaders were instrumental in making the participants feel 
contained and valued as individuals and the group as important and 
cherished, thereby allowing for a positive experience on similar lines to 
positive parenting.
7.5 Anonymous feedback
An example of a feedback form is available in appendix IV.
Most of the feedback from the group is very positive both in terms of the 
practical help mothers received to deal with difficult behaviours but also in 
terms of their ability to speak freely and share their personal life. The only
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qualified responses were to questions about being videotaped and having to 
watch these in the group. A few mothers said they were embarrassed and one 
said she did not like it. They all found the group extremely useful and in fact 
carried on meeting as a group after it finished. All mothers took the 
opportunity to follow courses or leisure activities available in the community 
centre where the group took place.
7.6 Limitations of the study
An important limitation of the study is the lack of father participation. A 
fathers group was to be run in the evening in parallel to the mothers group 
but half the intervention group were single parents and of the four remaining 
couples, fathers were not available together at a suitable time. There was also 
a certain reluctance to participate in such a group although it seemed that a 
couples group would have been better received. It is regrettable that fathers 
were not able to participate in some way to the programme as it might have 
helped dispel the notion that bringing up children is the mother’s role only 
and may also have helped reinforce the mothers’ attempts to try out new 
things. There is anecdotal evidence that at times the mother’s attempts at 
handling behaviours differently were undermined by the father who might 
have felt left out or have misunderstood the situation. Similar findings were 
reported by Gross et al ( 1995) who stated that “it is possible that the fathers 
were less motivated to participate in the program because they did not view 
their children to be as difficult as did the mothers. [... ] It is not clear from the 
study whether their limited participation resulted from the lack of perceived 
need or whether fathers, in general, are less likely than mothers to want to 
participate in parent training programs.”
One methodological problem of the study is the small sample size which 
makes results from statistical analyses precarious and generalisations 
necessarily circumspect. A group size of eight is however ideal for the kind 
of therapeutic intervention described and the only way to circumvent 
difficulties of statistical analyses would be to have a series of groups 
following the same programme and a series of waiting groups. However, no 
such opportunity arose and in order to make the best of a small sample, it
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was therefore important to examine clinical changes individually as well as 
for the whole group.
A further methodological problem is the lack of follow up data which was 
beyond the scope of this study but would give valuable information as to the 
durability or otherwise of the changes recorded after the intervention. There 
is a possibility that mothers may have to some degree reverted to previous 
modes of interaction and that without the regular support of the group were 
not able to maintain the positive changes achieved, however, given that they 
continued to meet, albeit in a different forum and had all taken up some 
further opportunities to develop themselves, it is likely that some of the gains 
would have been maintained since the changes seemed quite profound but 
further data would be necessary to examine this hypothesis.
There is a further methodological question concerning the instruments used. 
Given the prevalence of serious mental health difficulties in the sample, it 
may be worthwhile to use more sophisticated instruments to measure anxiety 
and depression. The HADS seems adequate for rapid screening but does not 
yield much data on the specific nature of either anxiety or depressive 
disorders.
The Adult Attachment Interview is a very sophisticated tool which gives 
much valuable clinical insight into the person’s childhood but for pure 
research purposes, it would need to be scored so that results can be 
compared to other studies also using AAI.
A further instrument to give a measure of parental expectations would have 
been extremely valuable since there seems to be a link between the mothers 
difficulties in separating their own needs from their child’s and unrealistic 
expectations of the child’s capabilities. The Parent Behavior Checklist 
developed by Fox (1994) comprises three subscales, including 50 items to 
measure parents’ developmental expectations (as well as Nurturing and 
Discipline scales) and would be very useful in measuring changes in parental 
expectations.
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7.7 Conclusion
Despite the methodological limitations discussed above, a strong case can be 
made for the validity of the results. The Mellow Parenting programme 
provided a valued and enabling format in which positive changes could take 
place both in mothers’ mental health and general well being and in their 
actual interaction with their children. The low level of drop-out once the 
group started is also an indication of how much the mothers appreciated 
attending. Because the programme takes place in a community setting, it 
reaches the type of families who often do not attend more formal clinical or 
social services. There is an enormous need for family support and 
interventions aimed at pre-school age children also have a preventive value 
since they may alter pathological patterns of relationship before they become 
too fixed. In their comparative study of various parenting programmes both 
in the community and in clinical settings, Cunningham et al (1995) concluded 
that “allocating a small proportion of professional resources to large 
community programmes could extend parental training to families who do 
not receive, and indeed to social groups who do not use, clinic-based 
professional assistance. A cost effective community based parenting training 
program, could, in turn, preserve limited therapeutic resources for children 
with other disorders, or those needing adjunctive assistance with marital and 
family problems.”
The other clear advantage of carrying out parenting programmes in a 
community setting is that participants are then able to use the resources of the 
community for purposes of leisure or further education and can break from 
the typical social isolation in which they live.
Mellow Parenting is especially successful because it is able to combine direct 
therapeutic group work with the parents themselves, both in addressing the 
present and the past, and direct observable and practical work with the 
children. This is not so for many other parenting programmes and as 
Webster-Stratton (1994) stated “rather than a specific deficit in parenting 
skills per se, parents of conduct-disordered children have a more general 
‘relational deficit’ expressed in communication, conflict resolution skills and 
affect resolution. In this model, one possible reason that typical parent-
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training programs fail to produce improvements in some families may be that 
their focus is too narrow.”
The recognition of the centrality of the child’s attachment to his caregiver 
which underlines Mellow Parenting enables a shift of focus from viewing the 
difficulties firmly with the child and the child only to understanding 
something of the complex and dynamic mechanisms at work in the 
relationship. This shift in focus seems to unlock the negative circle of 
interactions in which the mother and child find themselves trapped and allow 
for a more hopeful fixture. The benefits of the parenting programme found in 
this study and in previous studies indicate that it would be a valuable 
preventative programme with families known to be at risk of experiencing 
parenting difficulties, such as teenage mothers, women who were abused 
and women who suffered from post-natal depression. Further evaluation of 
Mellow Parenting with such groups would be a great opportunity to 
contribute to the complex domain of preventative intervention.
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Dear Ms Renaud
OUTCOMES OF A STRUCTURED PROGRAMME OF INTERVENTION FOR 
FAMILIES WITH PARENTING DIFFICULTIES
With reference to your application to the Local Research Ethics Committee concerning the 
above titled study.
The Committee at its meeting on 10 September 1996 approved the application subject to:
• the patient consent form being amended to include the provision “for the individual to 
withdraw from the study without prejudice to their future treatment”.
The remit of the Committee requires that they follow up projects they have approved to 
determine the success or otherwise of such studies.
I would be pleased therefore if you would provide a copy of any final papers or reports 
produced as a result of your study or alternatively to receive from you written confirmation of 
the results of your study for submission to the Committee.
Yours sincerely
(yin
P MR D ELDER
Secretary
Fife Local Research Ethics Committee
Appendix I (ii): Information to referrers
MELLOW PARENTING GROUP
INFORMATION FOR REFERRERS
A Mellow Parenting group will be taking place in the Kirkcaldy area led by Marie 
Renaud, Clinical Psychologist and a worker from the Cottage Project. Plans have not 
been finalised yet but the group is likely to start in October.
We welcome referrals of mothers with at least one child under 5.
The group will run for one day a week for 14 weeks from 9.45 a.m. until 2.30 p.m. 
The following entry criteria should be met :
1. Parenting difficulties or relationship problems, including Child Protection issues, 
or
2. Family violence 
or
3. At least two of the following:
Child behaviour problem 
Mother with mental health problems
Difficulties with current family relationships or with family of origin
The group will run in the autumn but in order to evaluate the effectiveness of the 
group, mothers need to be recruited as soon as possible so that they can be videotaped 
at home.
The aims of the group are to help the mothers deal with their own emotional 
difficulties relating to their own experiences of having been parented as well as to 
facilitate direct changes in parenting itself.
The group uses a variety of methods including information handouts, structured group 
discussion and detailed video feedback on parenting practice.
Both behavioural and psychodynamic methods are used, especially Attachment 
Theory.
Similar groups elsewhere have a good record of engaging “hard to reach” families 
once they join the group but the philosophy of the group is that mothers decide 
whether to join the group and unwilling participants are not coerced in any way.
Some families have decided they are not ready for the group at a particular stage but 
have joined later and done very well.
As well as the direct impact of the group, mothers enjoy and benefit from the support 
of other mothers and from knowing that they are not the only ones who have 
difficulties.
The effectiveness of the group is being evaluated and mothers entering the group will 
oe askea to neip in the research. Participation will however be voluntary and written 
consent sought.
The structure of the day will be as follows :
10.00 - 11.30 Session 1 in which mothers will participate in a group providing a 
forum for discussing the links between the mothers’ own experiences in childhood and 
their current parenting experiences.
The children will be looked after in a crèche on the premises.
11.30 - 1.00 Lunch which is prepared and eaten all together followed by an activity 
(Playdough, basic craft ) in which mothers are encouraged to play with their child.
1.00 - 2.30p.m Session 2 in which the group looks at videos of the interactions 
between mothers and their children and draws out positive parenting. Homework is 
also discussed and mothers are encouraged to try out new solutions and discuss their 
successes.
A clear commitment to working on strengths is expected and mothers are encouraged 
to support and help each other with ideas and suggestions.
The professionals involved are there to run the group not to be seen as a source of 
expert advice.
Children are being looked after in a crèche.
Referrals can be made by contacting Marie Renaud at the Child Psychology 
Department on 01334 652611 or at Fair Isle Clinic on 01592 641239 or Cathy Kirk at 
the Cottage Project on 01592 269489.
Appendix I (iii) : Information to parents
MELLOW PARENTING GROUP
INFORMATION FOR PARENTS
This is to tell you about a parenting group which will be starting in your 
area to help mothers who are having any sort of problem with their 
children . One child must be under the age of 5.
We are also hoping to run a group for fathers.
Hie venue or the dates have not been arranged as yet but the group will 
run on one day a week for fourteen weeks from 9.45a.m to 2.30 p.m. 
hi the morning there will be time to talk about ourselves and our feelings
and about our experiences as children. The children will be looked after in 
a creche so there is time to talk.
Then everyone will have lunch together and after lunch there is an activity
for children and Mums to enjoy. In the afternoon we will have a parenting
workshop in which we try to find good ways to manage our children. That
is not an easy job but by sharing problems and good ideas we hope to get 
better at it.
The groups use written handouts which ask you to think about you and 
your children because you are the expert on your child. Usually you are 
given “homework” to practice a new activity or ways of managing things 
at home. The homework is not for the group leaders to mark like at school 
but for you to have the chance to try out new ideas for yourself.
We also video you with your children at home during a mealtime before
the group starts and at lunchtime during the group. Nobody likes being
videoed, but we have found that it is a good way of seeing clearly what
happens with children and finding ways to change. The video taken at
home belongs to you and you will have a chance to go through it yourself
with one of the staff before you choose what to show to the group. Most
people get a nice surprise when they see how well they are doing. Usually 
we only see our faults ! ’
During lunch you are in charge of your children. This is a chance to try 
some new ideas and get help with what you find difficult. Staff will be 
there to help out and give suggestions. Be prepared to try things out 
because trying out new tilings is a good way to leam.
The group is part of a research study to try and find out if it is a useful 
way to help families.
You will be asked to talk to someone at length before and after the group. 
We hope that you will agree to participate in this as it is the best way to 
know for sure whether the group works well for people or not.
We do hope that you will decide to try the group.
The mothers who have used it in the past have found it helpful to get the
support of other mums and find out that they were not the only ones
struggling with their children. Although it can be difficult to talk about
personal things, mums have really enjoyed the group.
The most important thing to remember is that everything which is talked
about in the group is private and no-one discusses other people outside 
the group.
If you have any questions or would like to know more, please 
ring Marie Renaud at the Child Psychology Department 
01334 652611 or Ann Christie at Pitteuchar Health Centre 
on 01592 773507
Appendix I (iv) : Initial Interview form
Name
Address
Telephone No.
Name and 
Address of GP3
Partner's Name
Children Name DOB School/Nursery
D
Date for 
Interview
CLINICAL INTERVIEW
would just like to talk to you about your family so that I know a bit about w hat you 
ight be looking for in the gorup. Then I w ant to tell you about the group so you can 
id d e  if it is w hat you want to do.
ere you brought up around here?
.your parents still alive?
hat was your childhood like?
s that influenced what you want for your children?
you have a partner at the moment?
w  do you get on together?
1
Which of your children .do you find the most difficult?
Why is that?
(We need to find a child under five who is the INDEX child 
presenting as a problem)
W hat about your other children?
D
Do you keep well?
And your partner?
Have y ° u ever had trouble with your nerves?
Have you ever had depression?
Have you ever had help from anyone for this problem?
i.e.the one who is initially
2
Appendix I (v) : Information on the study
CONSENT FORM FOR PARTICIPANTS 
FULL TITLE OF THE STUDY:
Evaluation of a structured programme of intervention in families with 
parenting difficulties.”
AIMS OF STUDY:
To evalute the ways in which a group programme for families with 
parenting difficulties can help parents’understanding of those difficulties 
and help them find ways of interacting with their child in a positive way.
METHOD:
Mothers will be offered a structured group programme one day per week 
over fourteen weeks.
Fathers will be offered a fathers’group one evening per week for fourteen 
weeks.
Videos will be taken for two 15mns periods at mealtime in the home 
before and after the group programme.
Parents will be interviewed and given questionnaires before and after the 
group programme.
CONFIDENTIALITY:
All the interviews and questionnaires will be coded so that the parents or
children s names will not appear on any research forms or reports.
Hie audiotapes and videotapes will only be used for the purpose of scoring
and will not be used in any other way unless separate written permission is 
sought out.
FURTHER INFORMATION IS AVAILABLE FROM :
Marie Renaud
Clinical Psychologist
Department of Child Psychology
Playfield House
Stratheden Hospital
Cupar KYI 5 5RR
Tel. : 01334 652611 ext.243
Appendix I (vi) : Consent Form
PARTICIPANT:
I agree to participate in the study.
I have read the information sheet and this consent form and had the 
opportunity to ask questions about them.
I understand that I am under no obligation to take part in this study and a 
decision not to participate will in no way alter the services I would 
normally receive.
I understand that I have the right to withdraw from this study at any stage.
Withdrawal from the study would in no way influence access to further 
services.
Name : 
Date :
Signature
Appendix II (i) : Rating of sensitive responsiveness
Sensitive Responsiveness to the Infant
[This form to be completed by the Caseworker]
Child’s name: _____________________________________ Child’s age:_________
Caseworker’s name: ______________________________   Date:_ ____________
i_________________________________ __________________________
Base your ratings, for the categories below, on a representative and tair sample of observations. 
Some working criteria of responsive parenting are provided below.
RATINGS
Does the caremver or parent: <
Respond promptly to the imants" needs?
Respond appropriately to his or her needs?
Resoond consistency
Interact smoothly and sensitively with the inrant:
Infants have very limited abilities to appreciate the contingencies (association) o f  events to their own behaviour;
I an interval o f  only three seconds is required to disrupt the contingency learning o f  six-month-old infants. Where 
'" 'yhe adult takes appreciably longer to answer the iniimt's signals there will be no opportunity for the child to leam ! 
<xVthat his or her behaviour can thereby aifect his or her environment and in particular the behaviour o f other j
I people-______________________    |
A ppropriate  responding j
This means the ability to recognize the particular "messages" the iniimt is trying to communicate, and to interpret i 
and react to them correctly. ~ ' j
Consistency
A child’s environment must be predictable; he or she must be able to leam that his or her behaviour will 
produce particular consequences under particular conditions.
j In te rac tin g  sm oothly !
I Parents can mesh their interactions with the miants in a manner that is tàciiitanvc and pleasurable as opposed to i 
| intrusive and disruptive. \
Appendix II (ii): Rating of Psychological care
D
Psychological Care of the Child
[This form to be completed by the Caseworker]
C hild’s name:
Caseworker- s name:
C hild’s age: 
Date: _____
Interview  and observational guide
Rate the quality of psychological care provided for the child. 
_y based on observations and interview data.
RATINGS
Overall ra ting  o f  psychological care
Specific ratings
Affiction
This includes physical contact, admiration, touching, holding, comfbrrine, 
making allowances, being tender, showing concern, communicating, 
monitoring the child’s activities.
Security
This means continuity o f  care, a predictable environment, consistent 
controls, settled patterns o f  care and d a i l y  routines, fair and 
understandable rules, harmonious family relationships, the feeling that 
o n e’s home and family arc always there.
Guidance and control
These involve discipline appropriate to the child’s stage o f  development, 
providing a model to emulate, imitate: indicating limits, insisting on  
concern for others.
Indeoendence
This implies making opportunities tor him or her to do more tor
themselves: make decisions, first about small things, but gradually about 
larger matters. All of this requires a balance in setting limits between 
being lax j laissez-faire j and over-protective or over-restrictive.
Stimulation dncittdina new expcrienca)
This means stimulation by encouraging curiositv and exploratory
behaviour, by praising and encouraging, by responding to questions and 
play, bv promoting training and educational opportunities.
ii;
Appendix II (iii) : Achenbach Scoring Sheet
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Appendix III (I): Parental Bonding Instrument
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Appendix III (ii): Examples of worksheets
SESSION 1
PARENTING W ORKSHOP 1
The aim of this course is to help you understand your children, and to get 
along with them better. We hope you will want to try out some of the new 
ideas. The more you put in the more you will get out and most people find 
doing homework helps.
Where do we learn to be parents? Partly from our own childhood, although 
we may want to avoid some of the mistakes we think our parents made with 
us. Because our own childhood and the way we get on with other people 
now is so important, we will find that sometimes "morning" topics and 
"afternoon" topics overlap.
Video
What was the mother trying to do?
How do you think the child felt?
How do you think the mother felt?
How do you feel about being video-ed?
Which child in your family do you find most difficult?
SESSION 1
WE CAN WORK ÎT OUT
IM PO RTANT
In this group we are going to think about ourselves and  our children. 
Because w e will be talking about ourselves it is im portant that everything  
that is said in the group is PRIVATE, after all you w ou ldn 't like anyone  
discussing your business so you m ust not gossip about anyone else.
INTRODUCTIONS 
HOPES AND FEARS
W hat do you hope to get out of coming to the group?
W hat are you most worried about in the group?
BEING A PARENT
Write here the best thing about being a parent.
Write here the worst thing about being a parent
THE PERFECT PARENT 
- is a lw ay s....
- is never
SESSION 4
LIFE STORIES
Use this snake to draw your life story. Start at the tail when you were a 
baby, and mark on the snake the important events in your life.
=)
SESSION 4
PARENTING WORKSHOP
KEEPING THEM BUSY!
All children are active. If you do not give them something to do they will 
find something. You may wish they had not!
If you play with and read to your child they will enjoy your company, and 
will be more able to play alone when you need to get on with something 
yourself. Children learn through playing - if you help them to play, they 
will learn to concentrate better, get into less mischief and "come on" 
quicker.
Write down the three things your child enjoys doing most.
SESSION 5
SPOTTING TROUBLE BEFORE IT SPOTS YOU
A Jamie hates having his hair washed. His mum tells him a few
minutes in advance that it is hairwash night; even though he is not 
happy about that she keeps to the plan.
She gives him a toy to play with before she starts. He puts a 
facecloth over his eyes to keep the soap out and she says: "One, 
two, three, wee!" as she pours the water over. When it is finished 
she tells him it's over and praises him for being good.
Should she tell him in advance or does that just make it worse?
How would Jamie feel if he had no warning and suddenly got 
water poured over him?
B Donna and Sharon are playing. Tea is nearly ready. Mum says: 
"Tea will be ready in five minutes, then you can watch TV 
afterwards." Are they more or less likely to come to the table for 
tea when she calls them?
TIPS
No-one can get it right all of the time, but here are some tips which may 
help you to spot trouble before it spots you!
1 Think ahead and choose the best times for you and your child if
you know a situation might be difficult.
2 Try to prepare your child for the next thing you are going to do.
3 Tell them what to expect.
4 Try to make it fun, a game if you can.
Appendix Ill(iv): Anonymous feedback questionnaire
FEEDBACK QUESTIONNAIRE
It is very helpful for us to know  how  "the customers" felt about the group and what worked 
and d idn 't work for you.
D on 't put your name on this sheet 
Do be honest
W hat did you hope to get out of the group?
Have you got what you wanted? Yes/Partly/No
W hat is the most im portant thing you have learnt in the group?
Have you changed in your behaviour?
How?
Have your children changed? Better/Same/
Worse
W hat was the best thing about the group?
Was the group (14 weeks): toolong/just 
right/too short
How did it feel being in the group?
10 How did you feel about being video-ed?
1
11 How do you feel about being "watched" for exam ple in the one-to-one session or on video?
12 Some of the ideas we talked about are listed below. Pleas give them a mark out of 10 for how 
useful they were to you. Put a cross if you missed that session.
a Anticipation (spotting trouble before it spots you)
b Being nice - being nasty
c Keeing them  busy
d Everyone is different
e Tem per tantrums and funny turns
f Being assertive
g Nobody likes a whining child
h Child Abuse
)  1 Sexual Abuse
/  . 
J Relationships with men
13 Some of the things w e did in the group are listed below. Please mark which you found useful.
a W ritten exercise in the group Yes/Partly/No
b Horn work Yes/Partly/No
c Seeing your own video alone Yes/Partly/No
d Seeing you video in the group Yes/Partly/No
e Seeing other people's videos in the group Yes/Partly/No
f One-to-one Yes/Partly/No
g Having a set suject to disucss Yes/Partly/No
h Not having a set subject to discuss Yes/Partly/No
i Talking about your own childhood Yes/Partly/No
j Talking about how you get on now with children, family, friends Yes/Partly/No
14 If a friend at the Family Centre asked you about the group and w hat is was like, how ould you 
explain w hat is was about?
15 What sort of people could a group like this help (if anyone)?
2
n l n l T h = v UldrWe make the 8T P/  better? Below are s°m e of the problems many
-9y..y?M  Pot a t'ok Ltyou think yguJiad th is4 trobifiniJip&m_thje-group,-.
PROBLEM Yes, 1 had Yes, I still 
have it
Did the
Lack of self confidence
Putting myself down
Depression
Feeling I'm not as good as other people
Not trusting
Finding it hard to get on with my man
Finding it hard to get on with my children
Getting my children to do what I ask
17 W hat was your biggest problem before the group?
group
not 
problems?
can w e make it help someone with your sort of
If it has helped, what do you think helped most?
3
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Appendix I (i) : Ethical Approval
’^ 7  Fife Health Board
General M anager : M iss Patricia F rost
Your Ref : 
Our Ref : 
Enquiries to : 
Ext. :
13 September 1996
DE/LN130915/E 10 
Mr D Elder 
332
Springfield House
Cupar
Fife
KY15 5UP
Tel. : (01334) 656200 
F ax .:(01334) 652210
Ms M Renaud
Chartered Clmieil Psychologist 
Fife Healthcare NHSJPrhst 
Camepon House 
Carder on Bridge 
rindygc 
Fife
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Y
Dear Ms Renaud
OUTCOMES OF A STRUCTURED PROGRAMME OF INTERVENTION FOR 
FAMILIES WITH PARENTING DIFFICULTIES
With reference to your application to the Local Research Ethics Committee concerning the 
above titled study.
The Committee at its meeting on 10 September 1996 approved the application subject to:
• the patient consent form being amended to include the provision “for the individual to 
withdraw from the study without prejudice to their future treatment”.
The remit of the Committee requires that they follow up projects they have approved to 
determine the success or otherwise of such studies.
I would be pleased therefore if you would provide a copy of any final papers or reports 
produced as a result of your study or alternatively to receive from you written confirmation of 
the results of your study for submission to the Committee.
Yours sincerely
Am J'W fe?
y  MR D ELDER
Secretary
Fife Local Research Ethics Committee
Appendix I (ii): Information to referrers
MELLOW PARENTING GROUP
INFORMATION FOR REFERRERS
A Mellow Parenting group will be taking place in the Kirkcaldy area led by Marie 
Renaud, Clinical Psychologist and a worker from the Cottage Project. Plans have not 
been finalised yet but the group is likely to start in October.
We welcome referrals of mothers with at least one child under 5.
The group will run for one day a week for 14 weeks from 9.45 a.m. until 2.30 p.m. 
The following entry criteria should be met :
1. Parenting difficulties or relationship problems, including Child Protection issues, 
or
2. Family violence 
or
3. At least two of the following:
Child behaviour problem 
Mother with mental health problems
Difficulties with current family relationships or with family of origin
The group will run in the autumn but in order to evaluate the effectiveness of the 
group, mothers need to be recruited as soon as possible so that they can be videotaped 
at home.
The aims of the group are to help the mothers deal with their own emotional 
difficulties relating to their own experiences of having been parented as well as to 
facilitate direct changes in parenting itself.
The group uses a variety of methods including information handouts, structured group 
discussion and detailed video feedback on parenting practice.
Both behavioural and psychodynamic methods are used, especially Attachment 
Theory.
Similar groups elsewhere have a good record of engaging “hard to reach” families 
once they join the group but the philosophy of the group is that mothers decide 
whether to join the group and unwilling participants are not coerced in any way.
Some families have decided they are not ready for the group at a particular stage but 
have joined later and done very well.
As well as the direct impact of the group, mothers enjoy and benefit from the support 
of other mothers and from knowing that they are not the only ones who have 
difficulties.
The effectiveness of the group is being evaluated and mothers entering the group will 
be asked to help in the research. Participation will however be voluntary and written 
consent sought.
The structure of the day will be as follows :
10.00 - 11.30 Session 1 in which mothers will participate in a group providing a 
forum for discussing the links between the mothers’ own experiences in childhood and 
their current parenting experiences.
The children will be looked after in a crèche on the premises.
11.30 - 1.00 Lunch which is prepared and eaten all together followed by an activity 
(Playdough, basic craft ) in which mothers are encouraged to play with their child.
1.00 - 2.30p.m Session 2 in which the group looks at videos of the interactions 
between mothers and their children and draws out positive parenting. Homework is 
also discussed and mothers are encouraged to try out new solutions and discuss their 
successes.
A clear commitment to working on strengths is expected and mothers are encouraged 
to support and help each other with ideas and suggestions.
The professionals involved are there to run the group not to be seen as a source of 
expert advice.
Children are being looked after in a crèche.
Referrals can be made by contacting Marie Renaud at the Child Psychology 
Department on 01334 652611 or at Fair Isle Clinic on 01592 641239 or Cathy Kirk at 
the Cottage Project on 01592 269489.
Appendix I (iii) : Information to parents
MELLOW PARENTING GROUP
INFORMATION FOR PARENTS
This is to tell you about a parenting group which will be starting in your 
area to help mothers who are having any sort of problem with their 
children . One child must be under the age of 5.
We are also hoping to run a group for fathers.
The venue or the dates have not been arranged as yet but the group will 
run on one day a week for fourteen weeks from 9.45a.m to 2.30 p.m. 
hi the morning there will be time to talk about ourselves and our feelings 
and about our experiences as children. The children will be looked after in 
a creche so there is time to talk.
Then everyone will have lunch together and after lunch there is an activity 
for children and Mums to enjoy. In the afternoon we will have a parenting 
workshop in which we try to find good ways to manage our children. That 
is not an easy job but by sharing problems and good ideas we hope to get 
better at it.
The groups use written handouts which ask you to think about you and 
your children because you are the expert on your child. Usually you are 
given “homework” to practice a new activity or ways of managing th ings 
at home. The homework is not for the group leaders to mark like at school 
but for you to have the chance to try out new ideas for yourself.
We also video you with your children at home during a mealtime before 
the group starts and at lunchtime during the group. Nobody likes being 
videoed, but we have found that it is a good way of seeing clearly what 
happens with children and finding ways to change. The video taken at 
home belongs to you and you will have a chance to go through it yourself 
with one of the staff before you choose what to show to the group. Most 
people get a nice surprise when they see how well they are doing. Usually, 
we only see our faults !
During lunch you are in charge of your children. This is a chance to try 
some new ideas and get help with what you find difficult. Staff will be 
there to help out and give suggestions. Be prepared to try things out 
because dying out new things is a good way to leam.
The group is part of a research study to try and find out if it is a useful 
way to help families.
You will be asked to talk to someone at length before and after the group. 
We hope that you will agree to participate in this as it is the best way to 
know for sure whether the group works well for people or not.
We do hope that you will decide to try the group.
The mothers who have used it in the past have found it helpful to get the 
support of other mums and find out that they were not the only ones 
struggling with their children. Although it can be difficult to talk about 
personal things, mums have really enjoyed the group.
The most important thing to remember is that everything which is talked 
about in the group is private and no-one discusses other people outside 
the group.
If you have any questions or would like to know more, please 
ring Marie Renaud at the Child Psychology Department 
01334 652611 or Ann Christie at Pitteuchar Health Centre 
on 01592 773507
Appendix I (iv) : Initial Interview form
Name
Address
Telephone No.
Name and 
Address of GP
Partner's Name
Children Name DOB School/Nursery
Date for 
Interview
CLINICAL INTERVIEW
w ould just like to talk to you about your family so that I know a bit about w hat you 
night be looking for in the gorup. Then I w ant to tell you about the group so you can 
led de if it is w hat you want to do.
Vere you brought up around here?
O
j e  your parents still alive?
Vhat was your childhood like?
las that influenced what you want for your children?
O
lo you have a partner at the moment?
low do you get on together?
1
W hich of your children do you find the most difficult?
W hy is that?
o
îp m b 'S  ,ive who ,s ,he ,NDEX chiH i'=Jhe °"= *  i>
W hat about your other children?
Do you keep well?
And your partner?
O
Have you ever had trouble with your nerves?
Have you ever had depression?
Have you ever had help from anyone for this problem?
2
Appendix I (v) : Information on the study
CONSENT FORM FOR PARTICIPANTS 
FULL TITLE OF THE STUDY:
Evaluation of a structured programme of intervention in families with 
parenting difficulties.”
AIMS OF STUDY:
To evalute the ways in which a group programme for families with 
parenting difficulties can help parents’understanding of those difficulties 
and help them find ways of interacting with their child in a positive way.
METHOD:
Mothers will be offered a structured group programme one day per week 
over fourteen weeks.
Fathers will be offered a fathers group one evening per week for fourteen 
weeks.
Videos will be taken for two 15mns periods at mealtime in the home 
before and after the group programme.
Parents will be interviewed and given questionnaires before and after the 
group programme.
CONFIDENTIALITY:
All the interviews and questionnaires will be coded so that the parents or 
children’s names will not appear on any research forms or reports.
The audiotapes and videotapes will only be used for the purpose of scoring 
and will not be used in any other way unless separate written permission is 
sought out.
FURTHER INFORMATION IS AVAILABLE FROM :
Marie Renaud
Clinical Psychologist
Department of Child Psychology
Playfield House
Stratheden Hospital
Cupar KYI 5 5RR
Tel. : 01334 652611 ext.243
Appendix I (vi) : Consent Form
PARTICIPANT:
I agree to participate in the study.
I have read the information sheet and this consent form and had the 
opportunity to ask questions about them.
I understand that I am under no obligation to take part in this study and a 
decision not to participate will in no way alter the services I would 
normally receive.
I understand that I have the right to withdraw from this study at any stage.
Withdrawal from the study would in no way influence access to further 
services.
Name : 
Date :
Signature
Appendix II (i) : Rating of sensitive responsiveness
Sensitive Responsiveness to the Infant
[This form to be completed by the Caseworker]
Child’s name: ____________________________ ______  Child’s age:
Caseworker’s name: ______________________________ Date: ____
Base your ratings, for the categories below, on a representative and fair sample of observations. 
Some working criteria of responsive parenting are provided below.
RATINGS
Does the caremver or parent:
Respond promptly to the infants7 needs;
Respond appropriately to his or her needs?
Respond consistently
Interact smoothly and sensitively with the infant:
P ro m p t responding
Infants have very limited abilities to appreciate the contingencies (association) o f  events to their own behaviour; 
an interval o f only three seconds is required to disrupt the contingency learning o f  six-month-old infants. Where 
the adult takes appreciably longer to answer the inrint's signals there will be no opportunity for the child to learn i 
that his or her behaviour can thereby aifect his or her environment and in particular the behaviour o f other j
people. j
A ppropriate responding j
This means the ability to recognize the particular "messages" the infant is trying to communicate, and to interpret I 
and react to them correctly. * j
Consistency
A child’s environment must be predictable; he or she must be able to learn that his or her behaviour will 
produce particular consequences under particular conditions.
| In teracting  smoothly j
j Parents can mesh their interactions with the infants' in a manner that is tacilirarive and pleasurable as opposed to i
intrusive and disruptive. jI ____________  -_________________________  !
Appendix II (ii): Rating of Psychological care
O
O
Psychological Care of the Child
[This form to be completed by the Caseworker]
Child’s n a m e :__________________________________ _ Child’s age:
Caseworker’s name: __________________________ ___  Date: _____
Interview and observational guide
Bate the quality o f psychological care provided for the child, 
based on observations and interview data.
RATINGS
O verall ra tin g  o f  psychological care
o
Specific ratings
Affection
This includes physical contact, admiration, touching, holding, comforting, 
making allowances, being tender, showing concern, communicating, 
monitoring the child’s activities.
Security
This means continuity o f care, a predictable environment, consistent 
controls, settled patterns o f  care and daily routines, fair and 
understandable rules, harmonious râmily relationships, the feeling that 
o n e’s home and family arc always there.
Guidance and control
These involve discipline appropriate to the child’s stage o f  development, 
providing a model to emulate, imitate: indicating limits, insisting on  
concern for others.
Independence
This implies making opportunities for him or her to do more for
themselves: make decisions, first about small things, but gradually about 
larger matters. All o f this requires a balance in setting limits between 
being lax ilaisscz-îairc) and ovcr-protccrivc or over-restrictive.
Stimulation tinciudina new experiences!
This means stimulation by encouraging curiosity and exploratory
behaviour, by praising and encouraging, by responding to questions and 
play, by promonng training and educational opportunities.
$
Ii!'
Appendix II (iii) : Achenbach Scoring Sheet
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Appendix III (i): Parental Bonding Instrument
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Appendix III (ii): Examples of worksheets
SESSION 1
PARENTING WORKSHOP 1
The aim of this course is to help you understand your children, and to get 
along with them better. We hope you will want to try out some of the new 
ideas. The more you put in the more you will get out and most people find 
doing homework helps.
Where do we learn to be parents? Partly from our own childhood, although 
we may want to avoid some of the mistakes we think our parents made with 
us. Because our own childhood and the way we get on with other people 
now is so important, we will find that sometimes "morning" topics and 
"afternoon" topics overlap.
Video
What was the mother trying to do?
How do you think the child felt?
How do you think the mother felt?
How do you feel about being video-ed?
Which child in your family do you find most difficult?
SESSION 1
WE CAN WORK IT OUT
IM PO RTANT
In this group w e are going to think about ourselves and  our children. 
Because w e will be talking about ourselves it is im portant that everything  
that is said in the group is PRIVATE, after all you  w ou ldn 't like anyone  
discussing your business so you m ust no t gossip about anyone else.
INTRODUCTIONS 
HOPES AND FEARS
What do you hope to get out of coming to the group?
What are you most worried about in the group?
BEING A PARENT
Write here the best thing about being a parent.
Write here the worst thing about being a parent
THE PERFECT PARENT
- is a lw ays .....
- is never .....
2
SESSION 4
LIFE STORIES
Use this snake to draw your life story. Start at the tail when you were a 
baby, and mark on the snake the important events in your life.
)
)
SESSION 4
PARENTING WORKSHOP
KEEPING THEM BUSY!
All children are active. If you do not give them something to do they will 
find something. You may wish they had not!
If you play with and read to your child they will enjoy your company, and 
will be more able to play alone when you need to get on with something 
yourself. Children learn through playing - if you help them to play, they 
will learn to concentrate better, get into less mischief and "come on" 
quicker.
Write down the three things your child enjoys doing most.
1
2
y
3
SESSION 5
SPOTTING TROUBLE BEFORE IT SPOTS YOU
A Jamie hates having his hair washed. His mum tells him a few
minutes in advance that it is hairwash night; even though he is not 
happy about that she keeps to the plan.
She gives him a toy to play with before she starts. He puts a 
facecloth over his eyes to keep the soap out and she says: "One, 
two, three, wee!" as she pours the water over. When it is finished 
she tells him it's over and praises him for being good.
Should she tell him in advance or does that just make it worse?
How would Jamie feel if he had no warning and suddenly got 
water poured over him?
B Donna and Sharon are playing. Tea is nearly ready. Mum says: 
"Tea will be ready in five minutes, then you can watch TV 
afterwards." Are they more or less likely to come to the table for 
tea when she calls them?
TIPS
No-one can get it right all of the time, but here are some tips which may 
help you to spot trouble before it spots you!
1 Think ahead and choose the best times for you and your child if
you know a situation might be difficult.
2 Try to prepare your child for the next thing you are going to do.
3 Tell them what to expect.
4 Try to make it fun, a game if you can.
Appendix Ill(iv): Anonymous feedback questionnaire
FEEDBACK QUESTIONNAIRE
H is very helpful for us to know how "the customers" felt about the group and what worked 
and didn t work for you.
D on't put your name on this sheet 
Do be honest
What did you hope to get out of the group?
Have you got what you wanted? Yes/Partly/No
W hat is the most important thing you have learnt in the group?
Have you changed in your behaviour?
How?
Have your children changed? Better/Same/
Worse
W hat was the best thing about the group?
Was the group (14 weeks): too long/just 
right/too short
How did it feel being in the group?
10 How did you feel about being video-ed?
1
11 How do you feel about being "watched" for example in the one-to-one session or on video?
12 Some of the ideas we talked about are listed below. Pleas give them a mark out of 10 for how 
useful they were to you. Put a cross if you missed that session.
Anticipation (spotting trouble before it spots you)
Being nice - being nasty
Keeing them busy
Everyone is different
Tem per tantrums and funny turns
Being assertive
Nobody likes a whining child
z> Child Abuse
Sexual Abuse
Relationships with men
13 Some of the things we did in the group are listed below. Please mark which you found useful.
Written exercise in the group Yes/Partly/No
Homwork Yes/Partly/No
Seeing your own video alone Yes/Partly/No
Seeing you video in the group Yes/Partly/No
Seeing other people's videos in the group Yes/Partly/No
One-to-one Yes/Partly/No
Having a set suject to disucss Yes/Partly/No
) i Not having a set subject to discuss Yes/Partly/No
Talking about your own childhood Yes/Partly/No
Talking about how you get on now with children, family, friends Yes/Partly/No
14 If a friend at the Family Centre asked you about the group and what is was like, how ould you 
explain w hat is was about?
15 W hat sort of people could a group like this help (if anyone)?
2
16 How could we make the groups better? Below are some of the problems many 
people have. Can you put a tick if you think you had this problem before the group, 
if you still have this problem and whether the group helped with vour problem
I PROBLEM Yes, 1 had 
it
Yes, 1 still 
have it
Did the
Group
help?
J Lack of self confidence
| Putting myself down
' Depression
Feeling bad about myself
Feeling I'm not as good as other people
Not trusting
Finding it hard to get on with my man
Finding it hard to get on with my children
Getting my children to do what 1 ask
17 W hat was your biggest problem before the group?
18 Has the group helped?
19 If it has not helped, how can w e make it help someone with your sort of 
problems?
20 If it has helped, what do you think helped most?
